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THE PHYSICAL EXAMINATION IN PUL- 
MONARY TUBERCULOSIS.* 


By JosepH H. Pratt, M.D., Boston. 


WHEN the tubercle bacillus was discovered it 
seemed to many that auscultation and percus- 
sion no longer deserved the respect and careful 
study that had been given to them for over fifty 
years in the diagnosis of pulmonary tuberculo- 
sis. The need of acquiring any degree of pro- 
ficiency in these difficult arts has certainly 
seemed less urgent to the teachers and students 
of this generation than it did to those who lived 
in the days before Koch made his great discov- 
ery. 

Within more recent times the use of the x-ray 
has stil further lessened, in the minds of many, 
the importance of the physical signs. Yet, 
viewed in the right light, the bacteriological as 
Well as the radiographic examinations are im- 
portant aids in the study of the old physical 
methods and of determining their value and 
limitations. That this is true is shown by the 
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tion, and especially with percussion, that have 
been made by workers who have controlled their 
findings by means of the modern methods. 

When one hears the value of a knowledge of 
physical diagnosis belittled by those who seek 
‘short cuts’’ in matters medical, it is well to 
remember the remark credited to Friedrich 
Miiller, one of the leading authorities in the 
chemical pathology of metabolism as well as in 
clinical medicine, that the physician’s percussing 
finger is worth more to him in diagnosis than a 
whole chemical laboratory. 

I would not be misunderstood. I am simply 
urging the importance of more careful study 
of physical signs, not only for the medical stu- 
dent, but to you as practising physicians. Taken 
up-with enthusiasm and carried on with assid- 
uity, it will convert the dull routine of physical 
examinations into a delightful search for new 
knowledge. I believe there are no diagnostic 
methods more difficult than auscultation and 
percussion, and none that require a longer 
period of diligent application ; but skill in their 
use and application is worth the toil. Many of 
us have no laboratory in which to carry out in- 
vestigations which seem even to the onlooker so ~~ 
fascinating, but every general practitioner has 
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the opportunities to advance his own knowledge 
and that of medical science by a more painstak- 
ing and intelligent use of these old methods on 
the chests of his own patients. Aided by new 
means of inquiry, we can turn to the old phys- 
ical methods with the confident hope that they 
will yield new knowledge. The early masters of 
physical methods of examination had to wait 
until the autopsy before their diagnosis could be 
verified, while workers today have early con- 
firmation in many eases from the finding of tu- 
berele bacilli. 

We need to take up such a study in the spirit 
and with the diligence of the pioneer workers in 
physieal diagnosis. Let me quote from that distin- 
guished London physician, P. M. Latham, who did 
so much to introduce the new knowledge gained by 
Laennec into English medicine. ‘‘ ‘That every- 
thing is easy when you know it’ sounds like the 
simplest of truisms; but indeed it is a very wise 
apophthegm. Its import is that, be a thing 
ever so difficult, you may, by taking the neces- 
sary pains, obtain such a mastery over it, as to 
be surprised that you ever thought it difficult 
at all. Auscultation surely is not the most diffi- 
cult thing in the world; neither is it the easiest. 
It is beset with many perplexities, and requires 
much time, and labor, and patience, and caution, 
to master it perfectly ; but being mastered, it be- 
comes the safest, simplest guide, within its prop- 
er sphere, to a just diagnosis.”’ 

Although the subject assigned to me in this 
course of lectures is the physical examination in 
pulmonary tuberculosis, and although I have 
tried to emphasize the importance of a knowl- 
edge of the physical signs, yet I want to make it 
perfectly clear that in the diagnosis of pul- 
monary tuberculosis as an active disease and 
not as a pathological condition, there are other 
things more important than the physical signs. 

I believe, with Hamman,—although he does not 
state it in just these words,—that a pair of scales 
and a thermometer are more important in the 
diagnosis of active tuberculosis than a stetho- 
scope. This does not mean that the stethoscope 
should be discarded, but that diagnosis has too 
often depended on what it revealed or failed to 
reveal, and the scales and thermometer have not 
been used. That auscultation intelligently used 
‘‘within its proper scope’’ is of great value in 
the diagnosis of phthisis would be foolish to 
deny. 

That the symptoms are of more value in the 
diagnosis of active tuberculosis than the phys- 


ical signs has been tersely stated by Lawrason 
Brown in the following aphorisms: ‘‘Symptoms 
indicate that a patient is sick, while physical 
signs point out only the mischief that has been 
done. Symptoms are a better and more acecu- 
rate guide to activity than are physical signs.”’ 

Subjective symptoms, such as lassitude, per- 
sistent cough, pain in the chest, are of great 
importance. A history of slight but continued 
fever, the spitting of blood, night sweats, and 
the raising of sputum from the chest, and loss of 
weight, even in the absence of any physical 
signs on examination of the lungs, are so char. 
acteristic of pulmonary tuberculosis that this di- 
agnosis should be tentatively held until by care- 
ful investigation it has been disproved. It 
should never be forgotten that tubercle bacilli 
may be absent from the sputum, even when re- 
peated search is made for them, until the dis- 
ease has become far advanced. Gerhardt cites a 
case in which they were found only on the six- 
tieth examination. To wait until a prob«vle di- 
agnosis of tuberculosis has become a positive one 
by the finding of tubercle bacilli often means the 
sacrifice of the patient’s life or, what is to many 
a harder fate, chronic invalidism. 

Without a knowledge of the special pathology 
of pulmonary tuberculosis, physical signs will 
be of little value. Clinically and pathologically, 
there are three distinct types of the disease. 

1. Acute miliary tuberculosis. 

2. Tuberculous pneumonia. 

3. Chronic pulmonary tuberculosis. 

The first condition, as you well know, has 
often been mistaken for typhoid fever. Al- 
though the lungs may be studded with miliary 
tubercle their presence cannot be discovered by 
auscultation or percussion. How disappointed 
Laennec must have been when he had to admit 
to himself that the new methods of diagnosis 
were of no aid in this type of tuberculosis! 

In tuberculous pneumonia the tubercle bacilli 
do not form tubercles, but produce by means of 
their toxins a gelatinous exudation into the 
alveoli of the lungs over a large area, frequently 
an entire lobe. The exudate consists largely of 
desquamated epithelium, serum and fibrin. The 
physical signs are those of ordinary lobar pneu- 
monia, with which disease it is often confounded 
in the first week or two of its course. 

It is the third type that we have before us 
for consideration. This is the common form. 


The first two are, fortunately, rare. Most of the 
active cases of chronic pulmonary tuberculosis 
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can be arranged pathologically in three sub- 
divisions, according to their clinical frequency: 
(1) Chronic parenchymatous tuberculosis. This 
usually begins in or near the apex of the lung. 
(2) Peribronchial tuberculosis. (3) Hilus tu- 
berculosis. The second form usually develops 
from relatively small and quiescent infections of 
the hilus region. It is possible that many cases 
of apical disease are not primary in the apex, 
but secondary ,to old infections of the hilus 
(Bushnell). This view is supported by many 
radiographic plates in which shadows, due to 
peribronchial thickening, extend from areas of 
disease in the hilus to the parenchymatous dis- 
ease in the apex. The clinical characteristics of 
peribronchial tubereulosis have been well de- 
scribed by Bushnell in a recent paper. 

There is no doubt that the tracheo-bronchial 
lymph nodes of the vast majority of children ara 
tuberculous or contain living tuberele bacilli, 
although they present at no time any clinical 
signs of the disease. Albrecht and Arnstein 
found either tuberculosis of the tracheo-bron- 
chial lymph nodes or clinical tuberculosis in 
87% of the bodies of 100 children from 6 to 16 
years of age, who died of various diseases. In 
13 of the cases the tuberculosis was demon- 
strated only on histological examination. 

The changes in the tissues produced by the 
tubercle bacilli are dependent in large part on 
the concentration of the poison produced by the 
bacilli. The most common lesion is a prolifer- 
ation of the connective tissue cells, an actual 
new growth giving rise to tubereles or to diffuse 
tuberculous tissue without the formation of tu- 
bercles. There may be, in addition, exudation, 
caseation with or without softening, and collat- 
eral inflammation. This last—the collateral 
inflammation—is especially important when one 
is considering the origin and significance of the 
physical signs in active tuberculosis. About a 
nucleus of tuberculous tissue is a relatively wide 
zone or area of ordinary serous, fibrinous or cel- 
lular inflammation, just as about a small active 
focus of pus deep in the subcutaneous tissues 
there will be a wide area of induration due to 
inflammation, reaching, it may be, to the skin. 
This collateral inflammation about a tuberculous 
focus is produced by some diffusible toxic prod- 
uct of the tubercle bacillus, but the tissues in- 
volved in this form of inflammation may be 
free from tubercle bacilli. According to Ten- 
deloo, the tuberculous infiltrations in the lung 
Which give rise to the physical signs we obtain 


on auscultation and percussion are chiefly due 
to the collateral inflammation about a caseous 
nucleus. This caseous nucleus frequently is so 
small as to be easily overlooked at autopsy. 

The fibrous tissue which forms in large 
amount about tuberculous areas in the process 
of healing is probably the result of the stimu- 
lating action of diluted tuberculcsis toxins. This 
fibrous tissue influences the physical signs in 
different ways. It gives rise to shrinking of 
the lungs, and this leads to a sinking in of the 
tissues of the chest that overlie the portion of 
lung affected, and diminished movement of the 
lung during respiration. The increased density 
produced by the fibrous tissue is the cause of 
the marked dulness on percussion present over 
healed lesions. Bands of fibrous tissue extend- 
ing to the chest wall from diseased areas in the 
lungs increase the conduction of sound and ex- 
plain the loud breath sounds heard over old ar- 
rested areas of disease. 

Before taking up for consideration the meth- 
ods used in the physical diagnosis of pulmonary 
tuberculosis, I wish to emphasize the fact that a 
negative physical examination of the lungs does 
not exclude the presence of the disease. Physi- 
cians often are misled and their suspicions al.- 
layed in cases of tuberculosis by the absence of 
physical signs. This is seen most strikingly in 
the hemoptysis out of a clear sky that ushers in 
the clinical history of tuberculosis in nearly 
10% of the eases. It has long been recognized 
‘‘that the absence of demonstrable lesions should 
never lead one to declare that a hemorrhage did 
not come from the lungs’’ (Minor). In my ex- 
perience it is the exception rather than the rule 
to find any definite physical signs of disease in 
patients who have had a frank hemorrhage from 
the lungs as the ilnitial symptom. Yet hemop- 
tysis out of a clear sky is due to pulmonary 
tuberculosis in almost 100% of the cases. New 
evidence of this from observations made in the 
post-mortem room was recently presented by 
Lord. 

In spite of this relation between the spitting 
of blood and consumption, which has been 
known since the time of Hippocrates, how prone 
physicians are, even in our day, after they have 
made a negative physical examination, to re- 
assure the patient with the statement that there 
is nothing wrong in the lungs! An hemoptysis 
of a teaspoonful or more of clear blood always 
justifies the tentative diagnosis of phthisis, even 
in the absence of physical signs. It should be 
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to the physician as clear a warning of danger 
as the red light is to the engineer of the swiftly- 
moving train. 

Even in advanced phthisis I have occasionally 
found the percussion note normal, the respira- 
tion vesicular, and few rales or none whatever. 
This is no recent observation. It was known to 
Andral as early as 1832, and probably earlier. 
Listen to the quotation from a letter written by 
James Jackson, Jr., to the elder Jackson from 
Paris on January 23, 1832: 


‘*My dear Father: 


I have an hour to spare before going to bed, 
and as I wish to review a portion of Andral’s 
lecture of this afternoon, I will do it by giving 
you an abstract of the same... . 

The general subject was the symptoms of 
phthisis, of which disease he has given a most 
learned description. . . The (percussion) sound 
may be everywhere normal, and this, too, during 
all the stages of the disease, even after the for- 
mation of cavities; as when these are deep seat- 
ed. . . In many cases, or at least in some, we 
must acknowledge that the respiration is nat- 
ural throughout the whole course of the disease. 
This may be while the tubercles are crude, or 
even after they are softened and caverns are 
formed, if these be deep seated. . . (Rales) 
sometimes none whatever. .. ”’ 


If a patient is ill with symptoms suggestive 
of phthisis, and nothing abnormal is found on 
repeated physical examinations, radiograms of 
the lungs should be made before one has the 
right to say that this disease is not the probable 
eause of the symptoms. Even with negative 
radiograms, as well as negative physical exami- 
nations, one cannot always rule out the possi- 
bility of advanced pulmonary tuberculosis. I 
saw such a case a year ago. There had been 
high fever for weeks, with great prostration and 
loss of weight. Repeated examinations of the 
chest had revealed nothing abnormal, and no 
evidence of tuberculosis was found in the radio- 
grams. On my examination of the chest I could 
detect no evidence of pulmonary disease. Law- 
rason Brown, who saw the patient a week later, 
noticed diminished expansion of the upper part 
of the left chest, but that was all he found of 
any significance. A few months later, when I 
saw the patient for a second time, there were 
signs of extensive involvement of the lungs, with 
dulness, broncho-vesicular breathing and many 
moist rales. By that time tubercle bacilli were 
present in the sputum. 

The difficulties in the interpretation of phys- 


ical signs are increased by the necessity of dis- 
tinguishing between active and latent or healed 
tuberculosis. Nearly every adult, as we now 
know, becomes infected in childhood. Hence, a 
distinction between infection and disease must 
be made in dealing with the clinical aspects of 
pulmonary tuberculosis. 

It is the clinical disease that we are called 
upon to diagnose and treat. Physical signs 
without symptoms indicate that there is no 
active disease, and are sometimes found in per- 
sons that are strong and apparently healthy. 
They are evidence only of an old infection that 
has produced a definite lesion in the lung. Some- 
times this is a healed process, sometimes a latent 
one, that under conditions unfavorable to the 
human host, but favorable to the tubercle ba- 
eilli, will ‘‘light up’’ and become active disease. 

Does so-called incipient chronic tuberculosis 
really occur in any considerable proportion of 
eases? The teachings on this point for the past 
twenty years have been very definite. No one 
seemed to doubt that the disease usually began 
in a small area at the apex, which by its develop- 
ment produced after a short time local and con- 
stitutional symptoms, which increased slowly, 
often insidiously, and were accompanied by 
slight but characteristic physical signs in the 
lungs. We believed that in every case of 
chronic pulmonary tuberculosis there was an 
early stage that could be recognized by the care- 
ful, skilful diagnostician. It was Dr. Louis 
Hamman of Baltimore, I think, who first ex- 
pressed doubt that an incipient stage could be 
recognized as such in the majority of cases of 
clinical pulmonary tuberculosis. When the de- 
fenders of the traditional view began to look 
about for evidence with which to overwhelm Dr. 
Hamman they found, as is usually the case with 
teachings which everybody has accepted without 
question, that there was very little evidence at 
hand to be offered in its support. 

This is an important matter to settle because 
so much attention has been directed in the anti- 
tuberculosis campaign to early diagnosis and the 
prompt treatment of these incipient cases. 

That this question, raised several years ago, 
has not been answered is evidence in itself that 
there is still much to be learned from the care- 
ful study of cases of pulmonary tuberculosis 
during the period when symptoms are develop- 
ing. If a relatively small number of incipient 
cases were carefully examined by physicians 
skilled in physical diagnosis, at frequent inter- 
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vals during a long period, and the observations 
recorded in detail, information at present lack. 
ing would be obtained that would not only an- 
swer this question, but would probably furnish 
at the same time a trustworthy guide for the 
physical diagnosis of incipient tuberculosis. 
Here is an investigation that can best be made 
by general practitioners, possibly by dispensary 
or out-patient physicians, but it certainly can- 
not be carried out by the clinical professors, 
whose work is confined to the wards, or by med- 
ieal consultants. 

No less a man than Sir James Mackenzie be- 
lieves that the greatest opportunities for ad- 
vancing clinical medicine at the present time are 
within the reach of family practitioners only, 
because they alone can study disease during its 
early stages and follow its progress. 

The order of examination that is followed by 
all well-trained clinicians is that so well put by 
Samuel Gee in the following words: ‘‘Suppose a 
patient with the chest exposed ready to undergo 
a physical examination: the physician, first of 
all, carefully surveys the chest with his eye, this 
is Inspection; next, with his hand, this is Palpa- 
tion; he next strikes the chest, Percussion; and 
lastly he puts his ear upon the chest, Ausculta- 
tion.”’ 

To many physicians, auscultation of the lungs 

is the beginning and end of the physical exami- 
nation in a case of suspected pulmonary tuber- 
eulosis. This is wholly wrong. The inexperi- 
enced physician, who needs most the aid in diag- 
nosis furnished by careful inspection, palpation 
and percussion, is the one who neglect® them 
most. 
If proper use is made of these other methods, 
by the time the examiner is ready to listen to 
the chest, findings of such value regarding the 
character and location of disease will usually be 
obtained, that he needs only the evidence af- 
forded by auscultation to confirm his physical 
diagnosis. 

It is important for the practitioner who 
earnestly wishes to improve his diagnostic skill 
to proceed slowly and carefully, and to record 
his observations at the time he makes: them. 
He should note down in regular order his find- 
ings on inspection, palpation, percussion and 
auscultation. This is especially important when 
the deviations from the normal are slight. I 
find it helpful to record my observations at the 
time I make them, before my opinion can be 
influenced by additional and possibly contradic- 


tory evidence. In this way errors due to the 
personal equation are lessened. Furthermore, 
the recording of detailed findings aids one to 
observe carefully and accurately. If there is 
lack of time for thorough study, the physician 
should insist upon a subsequent visit. If the 
patient will not return, any opinion upon the 
probability of tuberculous disease should be 
withheld. Personally, I cannot remember ever 
having had a patient refuse this reasonable re- 
quest. 

Inspection is ranked by Lawrason Brown sec- 
ond only- in importance to auscultation in the 
detection of tuberculous lung lesions. I find its 
value is not appreciated by most physicians, 
especially as an aid to the diagnosis of early, 
active cases. 

The examination should always be made in a 
warm, well-lighted room. The patient should 
remove all clothes from the upper part of the 
body down to the waist, in order that the entire 
chest be freely exposed. The clothing about the 
waist is loosened, as otherwise the motion of the 
lower chest may be restricted or the diaphragm 
be pushed upward by the abdominal organs. 
There should be no exceptions to this rule. For 
inspection the patient should be seated, prefer- 
ably on a round stool. The patient is instructed 
to relax the muscles and sit at ease. I have the 
patient face a window so that the light will 
strike directly on the chest. 

Lagging of the upper front of the chest on 
the affected side was observed in 43% of my 
eases of so-called incipient disease at the 
first examination. This restricted movement 
occurs before there is any definite retraction of 
the chest wall, and is probably due to dimin- 
ished expansion of the affected part of the lung. 
Retraction of an apex with deepening of the 
grooves above and below the clavicle is evidence 
of an old lesion. There may be considerable de- 
formity of the chest wall without limitation of 
movement. If you find lagging of one apex and 
retraction of the other, the first is probably the 
seat of recent active disease, the other of an old 
process that may be healed. Limitation in the 
motion of the lower part of the chest is usually 
due to pleurisy. 

The patient’s attention should not be drawn 
to his respiration by asking him to breathe in 
any particular way. I inspect the front of the 
chest while standing or sitting in front of the 
patient. Usually lagging, if it exists, can be 
detected from this position. Then stand direct- 


| 
| 
| 


| 


524 : BOSTON MEDICAL AND SURGICAL JOURNAL 


(Aprit 18, 1918 


ly behind the patient, whose head should be 
thrown forward, look over the shoulders and 
note the movement of both upper fronts of the 
chest. Both delay in the beginning of the res- 
piratory movement and limitation of the excur- 
sion can be readily observed. It is easy to note 
slight unilateral flattening of the upper chest 
when looking down from above and behind. 
After inspecting the front of the chest, the pa- 
tient should turn on the stool until the back is 
toward the light. Then note particularly any 
difference in the movement of the two scapulae 
during quiet respiration. It is not uncommon 
to have restricted movement of one apex in front 
and of the lower back on the opposite side. 

Atrophy of chest muscles, especially the 
trapezius on the affected side, has long been ree- 
ognized. It is found in connection with old le- 
sions. Pottenger has called attention to muscle 
spasm about an active lesion, which he believes 
to be of importance in diagnosis. The trape- 
zius, the sterno-mastoid, and the scaleni are the 
muscles most commonly involved. This spasm 
of the muscles can sometimes be made out on 
inspection. The increased tone causes the out- 
lines of the muscles to stand out more promi- 
nently than on the normal side. Pottenger’s ob- 
servations, it seems to me, have attracted less at- 
tention than they deserve, and the significance 
of this increased muscular tone and its value in 
the diagnosis of active tuberculosis have not 
been determined. It is possible that the re- 
stricted motion on respiration in early pulmon- 
ary tuberculosis, is due to spasm of the chest 
muscles. 

General wasting of subcutaneous fat and the 
shape of the thorax should, of course, be care- 
fully noted. I have been impressed, however, 
with the relatively large proportion of well- 
built and fairly well-nourished persons that de- 
velop phthisis. 

Palpation often confirms the results of inspec- 
tion regarding the respiratory movements of the 
chest. A diminished excursion, especially of the 
lower chest on one side, sometimes not made out 
by inspection, is detected by placing the palms 
gently over the lateral regions and noting the 
amount of movement communicated to the hands 
by quiet respiration. 

The degree of tonus in the sterno-mastoid, 
trapezius, scaleni, and pectoralis major muscles 
may be tested according to the method de- 
scribed by Pottenger in his recent work on tu- 
berculosis. My observations are too few to be 


conclusive, but in certain cases of active tuber. 
culosis I have found marked increase of the 
tonus in one or more of the muscles on the af. 
fected side. 

Percussion. The value of percussion in the 
diagnosis of early phthisis is not generally 
known. This is due to the fact that heavy per- 
cussion has been practised by most clinicians 
since the days of Corvisart. Laennec states 
that percussion often yields no information in 
phthisis. He speaks of the difficulty of the 
method and says many physicians of his time 
were not able to bring out sufficient sound to 
demonstrate differences of resonance without 
hurting the patient with the force of the blow. 
It is evident, from a statement made in L’Auscul- 
tation Médiate, that Laennec himself used heavy 
percussion. Whoever it was who first recognized 
the value of very light percussion in diagnosis 
made a discovery scarcely less important than 
Auenbrugger himself. 

Sir William Gairdner, the eminent Glasgow 
physician, lived and worked as a young man 
with the pioneers in physical diagnosis who fol- 
lowed Laennec. The span of his professional 
life reached from that generation to the present 
one. In a letter published about 1900 in the 
Edinburgh Medical Journal, he made the inter- 
esting observation that the medical students in 
Scotland at the time he wrote were taught to use 
a stronger percussion stroke than that em- 
ployed by teachers in the first half of the last 
century. 

I believe that George M. Garland of Boston 
was the first physician in America, and probably 
in the world, to use and teach and advocate in 
print, very light percussion. He has employed 
it for over forty years. In his classical work on 
pneumo-dynamies, published in 1878, he repeat- 
edly refers to the importance of very light per- 
cussion. In the first chapter, in speaking of the 
curved line of flatness with pleural effusions, he 
says, ‘‘I must emphasize the necessity of per- 
cussing lightly, and I cannot urge this point too 
earnestly.’’ Dr. Garland learned the value of 
light percussion from experiments he made on 
animals. In 1874 he injected into the pleural 
cavities of dogs fluids capable of ‘‘setting’’ into 
casts. To mark on the chest wall the true curve 
of the upper level of the artificial effusion, he 
found it necessary to use very light percussion. 
Garland’s method of percussion is in reality a 
combination of percussion and palpation, and he 
relies more on the sense of resistance to the fin- 
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ger than to the pitch of the note. The impor- 
tance of percussing in vertical lines is empha- 
sized, and the points where the notes become 
flat are carefully noted. Dr. Garland tells me 
that all his teachers in this country and abroad 
used a heavy pereussion stroke. Dr. F. C. Shat- 
tuck early adopted light percussion and advo- 
cated its use to his many classes of students at 
the Massachusetts General Hospital. In some 
of the leading American medical schools today 
a heavy percussion stroke is still taught. The 
so-called light pereussion of many physicians is 
heavy in comparison to the force of the blow 
used by those who practise very light percus- 
sion. In recent years the lightest possible per- 
cussion stroke—threshold percussion—has been 
recommended by Goldscheider. 

I have employed for many years a percussion 
stroke so light that the sound it produces can be 
heard only a foot or two from the patient. | 
first used this light percussion in marking out 
the absolute cardiac dulness when a student in 
Krehl’s clinic, and later employed it when | 
learned from Minor the importance of outlining 
the apical isthmus—the so-called Kroenig’s 
isthmus—in tuberculosis. I think the tactile 
perception of increased resistance enters largely 
into this form of pereussion. One hears some- 
thing or nothing. To bring out the pitch dis- 
tinctly, a stronger blow must be used. Percus- 
sion is certainly not a method of precision, and 
it must be frankly admitted that slight or ques- 
tionable dulness has little ‘significance and 
should be disregarded unless supported by defi- 
nite auscultatory signs. Nevertheless, I have 
never known anyone who has mastered the tech- 
nie of light pereussion .who was not convinced 
of its great value in the diagnosis of pulmonary 
and cardiac disease. The art of light percus- 
sion is difficult to acquire, but less difficult and 
more trustworthy than heavy percussion. A 
slight variation in the direction of the heavy 
stroke alters the percussion note, as Laennec ob- 
served, and different sounds are elicited by 
strokes of different strength over the same re- 
gion. 

It has been taught in America for many years 
by the followers of Austin Flint that the right 
apex is somewhat dull. So much stress is laid 
on this point by some teachers of physical diag- 
nosis that their students think they can or 
should recognize this physiological dulness. 
Austin Flint, as is evident from his writings, 
used a forcible percussion stroke. From his 


Statement that in hospital practice it is neces- 
sary to use a plessimeter to prevent injury to 
the fingers, I think it is justifiable to conclude 
that he used a very heavy blow. Possibly this 
explains the slight dulness he noted at the right 
apex, which was not found by any of the other 
great masters of physical diagnosis before or 
since his time. 

The cases of so-called physiological dulness 
brought to my attention by students were found 
to have a definite narrowing of Kroenig’s isth- 
mus, and hence were pathological. In most in- 
stances, other signs of tuberculosis were found. 
To avoid this error, regard with suspicion any 
definite dulness at either apex, as it is probably 
evidence of a tuberculous lesion. In seeking 
signs of apical disease, always percuss the top of 
the axilla. Occasionally in early tuberculosis, it 
will be found distinctly dull, while the note over 
the apex, anteriorly and posteriorly, is resonant. 

In percussing the lungs it is important to 
mark out the lower border during quiet breath- 
ing in the lateral and posterior portions of the 
chest. The apical isthmus is a zone over the top 
of the shoulder, usually 3 to 4 cm. wide in its 
upper part. The inner border, which can be 
marked out more satisfactorily than the outer 
border, extends normally downward and inward 
from the border of the trapezius muscle to the 
inner head of the sterno-mastoid just above the 
clavicle. I have found that dulness above the 
inner third of the clavicle on very light percus- 
sion is an early sign in apical tuberculosis. The 
terminal phalanx of the middle finger of the 
left hand, used as a plessimeter, is placed on the 
skin just above and parallel to the clavicle. One 
should first pereuss in the region above the mid- 
dle of the clavicle, and then move the finger 
along toward the middle line, percussing as one 
proceeds, until the resonance disappears. In 
this region there is rarely much fat and the 
muscles are thin, hence dulness here can be made 
out frequently when percussion of the other 
parts of the apical isthmus is unsatisfactory. 
It should be called to mind that the portion of 
the lung apex above the claviele lies between the 
two heads of the sterno-mastoid muscle. Hence, 
this area of early dulness is directly over the 
apex. 

When a student in Krehl’s Tiibingen Clinic, 
in 1902, I learned the percussion method of de- 
termining the movability of the lower border of 
the lungs, and I have employed it ever since asa 
routine procedure in examining the lungs for tu- 


| 
| 
| 
| 
| 
| 
| 
| 
| 
| 


526 


BOSTON MEDICAL AND SURGICAL JOURNAL 


[Aprix 18, 1918 


berculosis. In the mid-axillary and scapular lines, 
the lower border of resonance is determined 
while the patient holds his breath at the end of 
full inspiration and again after full expiration. 
The width of the excursion is measured and re- 
corded. If there is dulness over the lower part 
of the lung, it is, of course, impossible to deter- 
mine this respiratory movement. It is a meas- 
ure not of the movement of the diaphragm but 
of the lung in the pleural sinus, and is often 
found lessened or absent on the affected side in 
pulmonary tuberculosis sufficiently early to be 
of aid in diagnosis. In 20% of my. incipient 
eases a limitation in the excursion was found. 

In discussing what can be learned from in- 
spection, I did not mention Litten’s diaphrag- 
matic sign, because it is of little practical value. 
Limitation in the motion of the diaphragm can 
be readily made out on fluoroscopic examination. 

Auscultation. Whether percussion or auscul- 
tation yields the earliest evidence of the exist- 
ence of pulmonary tuberculosis is still a mooted 
question. That dulness on light percussion is an 
early physical sign is shown by my own statis- 
ties. In 26, or 83%, of the so-called early cases 
in which I made the physical examination there 
was dulness; in 23, or 77%, enfeebled or abnor- 
mal breath sounds; and in 18, or 60%, rales. 

It seems strange that in the 101 years that 
have passed since the study of the auscultatory 
signs of phthisis was begun by Laennec, the sig- 
nificance of the harsh, granular and broncho- 
vesicular types of respiration has not been de- 
termined. Whether they are due to catarrh of 
the finer bronchioles or to induration of the sur- 
rounding tissues, is still unsettled. Here cer- 
tainly is a profitable field for study. 

In the past twenty years too much attention 
has been paid in diagnosis to slight changes in 
the respiratory murmur. I refer particularly to 
harsh inspiration and the granular breathing of 
Grancher. The physical signs found in a healed 
or arrested lesion are often mistaken for those 
of active disease. Years after all symptoms have 
disappeared, dulness, associated with harsh, 
granular, or broncho-vesicular breathing may 
persist. Piéry and Bushnell believe that these 
modifications of respiration, which are generally 
regarded as early signs of tuberculosis, are more 
frequently found after induration of the tissues 
has taken place. In the absence of rales, they 
would interpret broncho-vesicular breathing as 
an indication that the lesion was inactive. 

Lack of time forbids an extensive considera- 


tion of rales, although their presence is the 
surest indication to be obtained on the physical 
examination of the chest that active disease ex. 
ists. The ability to recognize all the deviations 
from the normal, that I have mentioned, is not 
to be expected from every practising physician, 
but no one is qualified to examine a chest at all 
if he cannot recognize rales. Yet I wonder how 
large a proportion of hospital physicians or tu. 
berculosis specialists could state clearly the dif- 
ference between crepitant and sub-crepitant 
rales, fine, moist rales and crackles. Yet these 
are distinctions of importance that were all rec- 
ognized and described by Laennec within a 
period of three years following the discovery of 
auscultation, and he had no one to teach him ex- 
cept Nature. 

The importance of coughing as an aid to the 
detection of rales should be emphasized. First 
listen over a region with the patient breathing 


quietly ; then direct the patient to exhale, cough, 


inhale. My friend, Dr. Horace Gray, has called 
my attention to the fact that Laennec recognized 
that coughing was of value in bringing out rales, 
and that the cough should not be too forcible. 
Turban speaks of a patient who, having been ex- 
amined by a great many physicians, based his 
judgment of their merit on whether or not they 
had made him cough during auscultation. 

Fine, persistent rales, limited to one portion 
of the lungs, are regarded generally as the first 
trustworthy physical sign of active disease. But 
it must not be forgotten that localized rales may 
persist for months and years after a patient has 
recovered his health. I have watched a number 
of such cases for several years in fear that the 
persistence of moist rales indicated impending 
trouble, but no symptoms developed. In one 
case with a past history of active disease, I 
heard at every examination many fine, moist 
rales over the left lower lobe during a period 
of two to three years before the patient’s death. 
The autopsy showed healed tuberculosis of this 
lobe, with no evidence of recent disease. 

Wishing to be guided by facts and not by 
impressions of what I had personally observed, 
I had my findings on the physical examination 
of thirty cases, classed as incipient, collected 
and analyzed as an aid in the preparation of 
this talk. The figures show something of in- 
terest, but I doubt if it would be correct to 
regard all of the cases as examples of early 
active disease. They were selected from a large 
series of cases treated, for the most part, in my 
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tuberculosis class. As I wished to use the series 
in reporting the effect of treatment, I was un- 
willing to classify them myself as incipient, 
moderately advanced and far advanced, and so 
I had my associates do it for me. In their zeal 
that no case be placed in a more advanced stage 
than it properly belonged, and thereby make the 
results of treatment appear better than they 
ought to appear, I think you will agree with me, 
after examining the table, that they went too 


far. 
TABLE. 


PHysicaL S1iGNs IN 30 Cases OF SO-CALLED INCIPIENT 
PHTHISIS8. 


Lagging of the affected side .... 
DulmesS 
Narrowing of apical isthmus .... 
Abnormal breathing of differen 
23 
Enfeebled breathing ........ 10 
Harsh breathing ........... : 

3 

8 

3 


Be 


Granular breathing ......... 
Cog-wheel breathing ........ 
Broncho-vesicular breathing . 
Bronchial breathing ........ 
18 or 60% 


Most of these cases were examined a short 
time after definite symptoms developed. The 
variety and character of the physical signs pre- 
sented in this group make it evident that many 
of these were cases in which there had been no 
early stage in the clinical sense (Hamman). 

A study of the temperature, with readings 
made and recorded every two hours from 8 a.m. 
to 8 p.m., is a better guide in determining activ- 
ity of the disease than the physical examination. 
There is usually some elevation of temperature 
in the early stage of tuberculosis, which may 
oecur only for a period of a few hours daily, 
hence the need of making frequent observations. 
Even before physical signs develop, fever may 
be present. An increase in the daily range, 
even when. the maximum temperature is not 
above normal, is of diagnostic value in pul- 
monary tuberculosis. 

Time does not permit of a discussion of the 
pulse, but acceleration is an early sign, and the 
rapid rate frequently persists after the tem- 
perature has dropped to normal. 

The conclusion to be drawn from this: whole 
matter of the relation of physical signs to diag- 
nosis is well stated by that great master of medi- 
cine, William Stokes. His words are as true 
and as applicable today as when they were writ- 
ten in 1837: 


_ “Tt cannot be too often repeated that phys- 


leal signs only reveal mechanical conditions, | g=— 


which may proceed from the most different 


causes; and that the latter are to be determined 
by a process of reasoning on their connection 
and succession, on their relation to time, and 
their association with symptoms; it is in this 
that the medical mind is seen. Without this 
power I have no hesitation in saying it would 
be safer wholly to neglect the physical signs, 
and to trust in practice to symptoms alone.’’ 


THE STANDARDIZATION OF 
HOSPITALS.* 


By CHaries A, Drew, M.D., Worcester, Mass., 
Superintendent, Worcester City Hospital. 


At the January meeting of the Trustees, a 
communication was read and a questionnaire 
considered coming from the American College of 
Surgeons, relating to a proposed standardiza- 
tion and classification of hospitals in the United 
States and Canada. 

It may be worth while to review the reasons 
for the proposed ‘‘standardization’’ in the in- 
terest of a clearer understanding of this im- 
portant project. It is alleged that by reason of 
curable defects, the majority of hospitals are 
not doing the good work they should be doing. 
While it is granted that the small hospital of 
limited means cannot do all that can be done 
by the hospital with many beds and a large in- 
come, it is held that the defects do not corre- 
spond to size, nor always depend on poverty. 
Faulty organization, a poor equipment and some 
other things are, it is claimed, more often re- 
sponsible than is poverty. 

It does not appear that the College of Sur- 
geons is aiming at autocratic dominion. The 
College does not ask for legislative powers to 
coerce, and it professes to believe only in con- 
structive and helpful criticism. This same pro) 
ect has been discussed by the American Hospital 
Association at several sessions, so that it is not a 
new subject to well-informed hospital workers. 
We fancy there are few who will deny that 
much good may grow out of this proposed 
standardization and classification. The argu- 
ment runs something like this: The comfort and 
complete recovery of the patients is of first im- 
portance. The advancement of the science of 
medicine and surgery, the teaching of internes 
and nurses, and the welfare of these student 
physicians and nurses while being taught are 
also very important considerations. No hospital 
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that cannot make a fair showing in each of 
these important functions can expect to be con- 
sidered a ‘‘Class A’’ hospital. 

It is held that a fair judgment may be had of 
the work of a hospital by the care with which 
its work is recorded. Hence it is that case rec- 
ords count for much to credit or discredit a 
hospital. 

It is alleged that only a few hospitals have an 
adequate ‘‘follow-up’’ system, without which no 
one knows how many of its discharged patients 
ever do fully recover. It is alleged that neither 
the managing board, the surgeon who operates, 
nor the superintendent in the average hospital, 
is likely to know what happens to a patient after 
he leaves the hospital, unless he returns for fur- 
ther treatment. 

It is charged that ‘‘we put young graduates 
into your hospitals as internes and nobody 
teaches them.’’ ‘‘They are left to run at their 
own sweet wills, provided they don’t get in the 
way of the machine,—either the administrative 
or the medical machine, each of which rolls 
through the institution on its hurry-up sched- 
ule—and provided also that they (the in- 
ternes) do a certain amount of routine work.’’ 
‘‘Nobody is responsible for their education.’’ 
‘‘They gather crumbs, as it were, from the rich 
man’s table—chiefly the operating table! But 
so far as systematic training is concerned they 
do not get it.’’ ‘‘If they ‘learn by doing,’ 
either they’ve got to have critical guidance 
(teaching) or else the patients will suffer.’’* 

It is claimed that, in the majority of hos- 
pitals, many patients do suffer because the man- 
aging board requires almost no accounting from 
a member of the staff once he is appointed, and 
because the staff, speaking broadly, do not ex- 
amine the work or the medical records made by 
the internes, critically. It is claimed that this 
system—which might be called a faith system 
because based on the far-reaching quality of 
faith—is not business-like and, as applied to 
hospitals, does not lead to ‘‘the substance of 
things hoped for’’; nor is it likely to produce 
“‘evidence of things not seen.’’ This may be 
said, however: that it is greatly to the credit of 
the young medical men serving as internes in 
hospitals run on the faith system that respon- 
sibility does usually stimulate eight internes out 
of ten to do good work, in spite of a lack of 
systematic instruction. But there comes a time, 
too frequently, when the one or two of the ten 


*E. P. Lyon, Ph.D., M.D., Minneapolis. 


become seniors and exemplars for younger in.. 
ternes. Then it is that the want of systematic 
and careful supervision works harm to patients 
and to the reputation of the hospital. It is 
among the counts of the indictment that the 
managing board of a hospital run on the faith 
system never drops a member of the staff, once 
appointed, until he has reached a fore-ordained 
age limit. It is also charged that no member of 
the staff ever recommends the release of an in- 
terne because of neglect of duty. This evidence 
of faith and charity seems to the critics too one- 
sided. They claim that too much faith and 
charity on one side gives the patient a ‘‘raw 
deal. ‘ 

It is urged, by way of argument, that no busi- 
ness enterprise can hope for success unless the 
directors, either by personal examination, or by 
proxy, keep in touch with the quality of the 
work turned out by the several artisans and ex- 
perts whom they appoint to responsible posi- 
tions. It is urged, further, that it is unreason- 
able to expect an interne to do his best in mak- 
ing records that he knows are not likely to be 
read by staff or trustees, at least while he is con- 
nected with the hospital. It is claimed that a 
busy visiting surgeon, depending on an exact- 
ing private practice for bread and butter and 
means to support and educate a family, is not 
likely to spend the necessary time to organize 
and maintain a ‘‘follow-up’’ system which is 
pretty sure to lapse into desuetude as soon as 
the service is turned over to his less painstaking 
colleague. Hence it is argued that ‘‘it is as easy 
for a camel to go through the eye of a needle”’ 
as for a hospital to do its best work under the 
faith system of organization. 

It seems that these reformers are not depend- 
ing on theory alone; thany of the propagandists 
have had practical experience. Many of them 
have had responsible positions as visiting sur- 
geons or physicians to large hospitals. Some 
have had experience in trying to maintain a 
‘*follow-up’’ system and a téaching system, to 
see it lapse and all their efforts go for naught 
when the service changed. We may suspect 
that this campaign is inspired by the remorse- 
ful spirit of some departed surgeon, like Ham- 
let’s father’s ghost, ‘‘doomed for a term to walk 
the night and for the day confined to fast in 
fire’, Perhaps!—We cannot, however, find a 


serap of evidence to support this fancy. 
In all seriousness, it does seem worth while 
to know where we stand in the eyes of disin- 
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terested and competent critics. If a business 
system, with its checks and safety features, can 
be applied to professional work, those who trust 
jn us, ought, of course, to have the benefit of 
such a system. If the faith system is not the 
best system for the patients, of course it ought to 
go. A business system is a system of checks 
and audits. A faith system applied to hos- 
pitals trusts that the superintendent and every 
member of the staff, once appointed, will do his 
best without any auditing or supervision of his 
work by the managing board. A business sys- 
tem insists that all the activities of the hospital 
shall be audited and a report made to the man- 
aging board at the board’s regular meetings. 
The faith system, according to the reformers, is 
intrenched in the ancient castle of conservatism, 
over the entrance to which might be written, 
‘‘As it was in the beginning, is now and ever 
shall be.’’ A business system owes no alle- 
giance to a ‘‘slip-shod’’ system because of the 
latter’s honored lineage. The reformers insist 
that the end-product of professional work is 
quite as important as the economies of the hos- 
pital, and that the professional work will not 
rise to its highest level until it is audited, and 
followed up with regularity by a competent 
auditor or an auditing committee, which reports 
to the directors regularly. | 

Such are some of the arguments of reformers, 
voiced in different phraseology, from many 
sources. The reformers may not be all equally 
well informed, they do not agree in all things, 
nor do they all speak with equally fair moder- 
ation. Doubtless there might be something said 
on the other side. 

The business system applied to professional 
work is of comparatively recent origin. Most of 
the progress in medicine and surgery for the 
past hundred years has been made under the 
“‘faith’’ system. We admit that much has been 
accomplished. ‘‘In spite of the system’’ the re- 
former retorts,—but we know that the ‘‘honor 
system,’’ much extolled by psychologists, is a 
near kin to the ‘‘faith system.’’ Under a sense 
of responsibility and honor the best men do their 
best work, regardless of praise or blame. Stimu- 
lated by a sense of honor and responsibility, 
young men fresh from medical schools have done 
first-class work and faithfully written compre- 
hensive time-consuming records, with no expec- 
tation that these records, with occasional excep- 
tions, would be praised, blamed or even read by 
the chiefs of staffs. : 


We know that it is not essential for a man to 
hold a professorship in a medical school to be a 
teacher, even a first-class teacher. We have such 
men on our own staff. In appointments and pro- 
motions, it may be true that the teaching quali- 
fications have not been sufficiently considered. 
We have no sympathy with the idea, sometimes 
asserted or implied, that a municipal hospital is 
handicapped and must be handicapped, by po- 
litical considerations. When the trustees of a 
hospital accept and adopt the principle of a 
‘‘closed’’ staff, they invalidate every excuse for 
inefficiency. Efficiency is the one adequate de- 
fense of a ‘‘closed’’ staff for a municipal hos- 
pital. When 50 men are selected from a profes- 
sion numbering 300, because of their supposed 
fitness and given special privileges in a munici- 
pal hospital, denied to the 250 remaining mem- 
bers of their profession, they assume grave obli- 
gations, and the directors assume the responsi- 


bility of holding them to whatever system ob- 


servation and experience prove to work out 
best for the patient. This, we think, will be 
accepted as a self-evident truth whether or not 
we endorse all the ideas approved by the Amer- 
ican College of Surgeons. Whether or not any 
change in our own organization is recommend- 
ed, we should dissent from any implication 
that a municipal hospital, per se, is handicapped 
by political considerations. Nothing in the his- 
tory of our hospital warrants such an assump- 
tion. Nothing in the past tends to show that 
the people of our city do not want the best for 
their money. Nothing indicates that the citizens 
of any live municipality will fail to back the 
trustees in any move for the betterment of their 
hospital service,—providing, of course, that the 
hospital has not been made to serve the political 
fortune of any city or hospital official. 

While we believe this is the simple truth, we 
are mindful that medicine and surgery are not 
exact sciences. We realize that the tempera- 
ment and constitution of each patient are im- 
portant factors—often unknown quantities—in 
the equation. We know that it will require a 
broader judgment to audit professional work 
than it does to audit the financial activities of a 
hospital. And yet, the claim is made that it 
ean be done without hurting any man unless it 
may hurt the feelings of the hypersensitive. 
How best and by whom may professional work 
be audited and results followed up is an inter- 
esting problem for each hospital. 

The viewpoint of an able and sensitive surgeon, 
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who has given years to the service of a hospital 
working under the faith system,—which he re- 
gards as an honor system,—may be different 
from that of the reformers. He may see no rea- 
son why his time, much in demand, should be 
given to details plus the reading and criticizing 
of case records. He may be willing to teach ob- 
jectively, but not by time-consuming precept. 
He may feel that teaching, in its ordinary sense, 
should be left to those with adequate salaries,— 
to those not dependent for an income on an ex- 
acting private practice. He may feel that the 
audit system cannot be fairly applied to profes- 
sional work unless an auditor be provided en- 
dowed with omniscience. His experience with 
professing reformers may cause him to misjudge 
the campaign in prospect. 

The American Medical Association, the Cath- 
olie Hospital Association, the American Hos- 
pital Association, and the Massachusetts Medical 
Society are enlisted for the reform as allies of 
the American College of Surgeons. Each or- 
ganization has a committee to help the hospitals 
in the study and solution of the problems in- 
volved. 


Original Articles. 


SURGICAL SUTURES AS CAUSES OF 
WOUND INFECTION. 


By W. H. Watters, A.M., M.D., Boston, 
Boston University. 


A BRIEF paper upon a subject that at first 
thought appears so trite, may seem entirely un- 
necessary at the present time. So frequently 
has there been an apparent misapprehension of 
the facts involved, even by some of the most 
progressive surgeons, that a few paragraphs 
upon the topic will not be amiss. 

During the past twenty years the writer has 
been in continuous and intimate connection 
with laboratory work, and during this time has 
made literally thousands of tests of various 
kinds of suture material. He has also made bed- 
side and bacteriological studies of large num- 
bers of patients with surgically infected 
wounds, and has endeavored to trace them to 
some adequate cause. As a result, much useful 
information has been obtained, some of which it 
will be endeavored to hereby set forth. 

Of the various sutures commonly used, catgut, 
silkworm gut, silk and, more recently, linen, are 


the principal. And of these, catgut, in one form 
or other, is the most important. 

Why the name ‘‘catgut’’ was ever given to this 
product of the sheeps’ intestines is an unsolved 
problem, inasmuch as cats’ intestines, similarly 
treated, do not make good or satisfactory su- 
tures. These intestines, suitably cleaned while 
fresh, and immersed in_a preservative, are sent 
to the catgut manufacturer as soon as possible. 
They are then passed through the scraping ma- 
chines, again cleansed, and the resultant fila- 
mentous tubes twisted with one, two or more 
other tubes, dependent upon the size required. 
These strands are then fastened in a horizontal 
position, somewhat stretched, and allowed to 
dry, the fat having been previously extracted by 
suitable means. They are then polished, cut 
down, graded and put through one of the va- 
rious procedures for sterilization. It should be 
noted that each length of catgut represents all 
that is left of an entire piece of intestine of 
equal length. As such it represents a potential 
central space or cavity that has in the past been 
the container for fecal material, a great bulk 
of which is, of course, bacteria. It is easy to 
understand the difficulty of properly cleansing 
the interior of such a tube that cannot be laid 
open. Large numbers of these bacteria must, 
therefore, inevitably be carried into the dried 
product, even under the most favorable circum- 
stances. Among these bacteria are often found 
tetanus bacilli and spores and other very re- 
sistant forms of bacterial life. In the steriliza- 
tion of the product, therefore, it is essential to 
use measures that will kill not only the ordinary 
bacteria, but those must be utilized of sufficient 
power positively to kill every form of bacterial 
life, however resistant. 

Catgut is, therefore, most difficult of steriliza- 
tion. Silkworm gut, a somewhat analogous 
product from a certain variety of silkworm, is 
less liable to serious infection on account of the 
very different bacterial flora of its producer. It 
is more readily sterilized. Linen and silk are 
even more easy to render aseptic, both because 
they are originally more clean and because they 
can withstand procedures positively ruinous to 
catgut. All sutures, before being suitably pre- 
pared, must be subjected to conditions definitely 
fatal to anthrax and tetanus spores and must 
thereafter be protected from any possible infec- 
tion till ready to use. 

What are these conditions? Spores are much 
more resistant to unfavorable conditions than 
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are bacteria, and procedures readily fatal to the 
latter have no deleterious influence on the for- 
mer. Thus, while most bacteria succumb to a 
short exposure to 65-70°C., many spores can 
withstand a temperature of 120° C., 130° C., or 
even 145° C. for a certain time. A similar va- 
riation is seen with chemical disinfection. It 
should be here noted that for a proper steriliza- 
tion of any suture, conditions must be brought 
into action far more rigorous than those neces- 
sary to kill the non-spore-bearing bacteria. 

Now let us look briefly at the bacteria of 
wound infection. What are the most common? 
The answer promptly comes,—the groups repre- 
sented by the staphylococci, the streptococci, 
and the colon bacilli. Of these, the staphylococ- 
cus group is encountered much more frequently 
than all the others combined; either in the 
doubtfully virulent staphylococcus epidermidis 
albus, or the more active staphylococcus pyog- 
enes albus, or the more intense staphylococcus 
pyogenes aureus, one finds a rapidly growing 
but absolutely non-sporogenous organism, and 
one whose resistance to unfavorable surround- 
ings is limited. Heating to 100°C. (boiling) 
will definitely kill them in ten minutes, while 
80° C. for five minutes, or 55° C. for one hour, 
is equally efficient. From the standpoint of anti- 
septics, a 1% carbolic kills in 30 minutes, as 
does a 1-200 peroxide of hydrogen and 1-1000 
mercuric chloride. Even 50% alcohol proves 
efficient in a few hours. If the staphylococcus 
is readily killed, our problem with the strepto- 
coecus is much easier, as its vital resistance is 
even less. Twenty minutes’ exposure to a tem- 
perature of 55° C. is definitely fatal, while the 
various antiseptics enumerated above prove ef- 
ficient in from one-quarter to one-half the time 
required by the staphylococcus. Except for its 
ability to withstand weak acids, the colon bacil- 
lus ranks in vital resistance with the streptococ- 
cus. All three of these organisms, therefore, 
have been shown to be easily and readily elimi- 
hated by either thermal or chemical means, 
either of which is inexpensive. Simple boiling 
(of boilable material) or sufficient immersion in 
alcohol or other common antiseptics is entirely 
efficient for the purpose of excluding these or- 
ganisms. Please note that this is no plea for 
simple and perhaps careless disinfection,—far 
from it. These measures, effectual though they 
may be against the pyogenic organisms, are not 
by any means capable of destroying all spore- 
bearing bacilli, and so should never be depended 


upon alone. If they are, other diseases, tetanus 
in particular, are bound to appear. 

The plea of this paper is to recognize the fact 
that in our endeavors positively to eliminate 
sporogenous bacteria we go far beyond the point 
where any of the ordinary pus-producing or- 
ganisms could exist. Of course sutures, like any 
other material, can be improperly handled after 
coming from the sealed container, and thus 
prove’ infectious. Also a suture, by being too 
tightly tied, may favor development of somo 
slightly virulent skin staphylococci in the re- 
sultant improperly nourished tissue. 

Apart from these contingencies, entirely due 
to others than the manufacturer, one may say 
that ordinary wound infection due to the su- 
tures employed is an occurrence that may be 
entirely disregarded. Instead, therefore, of first 
bringing the suture material into question in a 
case of wound infection, one may say that the 
chances of such being the cause are so slight as 
to be entirely negligible. 


A PLEA FOR A QUICK BACTERIOLOG- 
ICAL DIAGNOSIS OF DIPHTHERIA. 


By E. A. Breck Ler, Boston, 
Bacteriologist, Massachusetts State Department of 
Health. 


THE bacteriological diagnosis of diphtheria is 
now made practically throughout the country. 
Methods of examination of cultures, however, 
differ considerably in different laboratories. 
The usual custom is to examine cultures that 
have been incubated from 12 to 14 hours, and 
usually Wesbrook’s A & C & D types, granular 
and barred, are looked for. Liffler’s methylene 
blue seems to be the usual stain used, on ac- 
count of its simplicity, although the Neisser and 
Kinyoun stains have considerable vogue. The 
latter are of especial value in accentuating the 
granules usually present in some bacilli of every 
culture. The writer believes that positive cul- 
tures are incubated longer than is necessary in 
many laboratories before a diagnosis is made. 
The custom of the Massachusetts State Depart- 
ment of Health is to examine all swabs that are 
sent for diagnosis for diphtheria. No blood 
serum is sent out to physicians, because it has 
not been found possible to keep the State sup- 
plied with fresh, moist serum. A culture is 
made at once upon receipt. Before replacing 
the swab in its tube, the material left is smeared 
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in a small drop of water on a slide. This takes 
but little time, as long slides, on which 12 to 15 
smears can be put, are used. These are stained 
with Léffler’s methylene blue and examined. As 
many as are positive are reported at once by 
telephone to the attending physician. The eul- 
tures that have been made are then examined 
in the afternoon after from 1 to 8 hours’ incu- 
bation. As the mail is received several times 
during the day, the cultures are of different 
ages. For this second examination, a very small 
drop of water is used, and the smear spread out 
only slightly so that the growth may be 
coneentrated in a small area. Certain cul- 
tures which have not shown the bacilli on the 
swab, are often positive after a few hours. For 
this diagnosis one relies on the typical shape 
and grouping of the bacilli. Granules are not 
shown as a rule, so that special granule stains 
are of no value. B. diphtheriae in a young cul- 
ture is very characteristic, however, and it 
usually outgrows other bacteria, including diph- 
theroids, during the first few hours, so that it is 
more readily seen than in some older cultures. 
From an examination of over 30,000 cultures 
received for diagnosis, of which over 3000 have 
been positive, it has been possible to diagnose 
83% of these the day the cultures were re- 
ceived, 60% on the swab, and the remainder 
from cultures from 1 to 8 hours old. The 17% 
that have not shown the bacilli on the swab or 
young cultures have been, for the most part, cul- 
tures received in the late afternoon, which have 
not shown growth before the laboratory closed 
for the night. Perhaps if physicians made a 
special effort to take good cultures, a larger per- 
centage could be reported the day of receipt. 
No negatives are reported until they have been 
incubated at least 14 hours. The State Labora- 
tory receives cultures principally by mail, so that 
there are inevitable delays before the culture is 
received. For this reason, this method has been 
adopted, so that there shall be as little delay as 
possible in the laboratory. It would seem as 
though local laboratories should be able to re- 
port practically all positives the day the culture 
is taken. Undoubtedly mistakes are made, but 
there are probably no more than would be made 
with older cultures. Often a culture that has 
been very characteristic at five hours is almost 
overgrown with other organisms after 15 hours, 
and might have been called negative if careful 
search had not been made for the bacilli. 
There are no new suggestions offered, but 


laboratories that have not become accustomed to 
the appearance of young diphtheria cultures, 
are urged to examine them. The time spent in 
this triplicate examination is slight compared 
to the probable value of an early bacteriological 
diagnosis of diphtheria. 


THE MODERN TREATMENT OF TUBER. 
CULAOSIS. 


By H. F. Gammons, M.D., Caruspap, Texas. 


THE treatment of tuberculosis at the present 
time should be considered under two headings: 
firstly, treatment by the general physician, and, 
secondly, treatment by the tuberculosis special- 
ist. There should be a closer codperation be- 
tween the general practitioner and the tubercu- 
losis specialist in the future than there has been 
in the past. 

The average patient is unable to employ a 
specialist, but the specialist could see the patient 
at intervals and outline to the patient’s physi- 
cian a line of treatment, and by this codperation 
of the specialist and general physician there will 
result greater good to the patient, and increased 
confidence in the general physician by the pa- 
tient. 

We realize that a great amount of the good to 
be accomplished in the anti-tuberculosis cam- 
paign must be due to the efforts of the general 
physician. It is not necessary for him to know 
the pathology, physiology, ete., of tuberculosis, 
or to be able to interpret the finer physical signs 
in the chest or, furthermore, to administer arti- 
ficial pneumothorax or tuberculin. However, it 
is necessary for him to know the fundamentals 
of correct and early diagnosis and treatment. 

Hawes’ of Boston shows how the general prac- 
titioner can best make an early diagnosis, by ob- 
serving the constitutional symptoms, rather than 
by trying to discover broncho-vesicular breath- 
ing or crepitant rales, however desirable the lat- 
ter course might be. 

The general physician of today and the past 
has over-treated his tuberculous patients, and 
has used the methods of treatment—good, bad 
and indifferent—that any or all authors have 
advocated. Tuberculin fell into disrepute on 
account of this very reason. The general physi- 
cian felt that he had a cure in this agent, and 
used it in all cases, regardless of the condition, 
and as a result he caused a sloughing off of tis- 
sues that could have been repaired, and a dis- 
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semination of the disease, with resulting fatal- 
ities. 

Infortunately, the same condition exists to- 
day, namely, that many doctors are giving tu- 
bereulin to all of their tuberculous patients, re- 
gardless of the indications, and in their enthu- 
siasm they are pushing their patients nearer the 
grave. I have recently seen a number of cases 
of pulmonary tuberculosis who have been treat- 
ed by tuberculin by their general physician, and 
practically all of them have been apparently 
made worse. 

I do not want to lead one to believe that tu- 
bereulin is not to be used at all, for such is not 
the case. A review of the literature shows many 
fine results in all forms of tuberculosis treated 
by tuberculin, but here it was administered by 
the specialist. 

It is not expected that the general physician, 
with his numerous duties, ean be thoroughly ac- 
quainted with all the sciences of tuberculosis, 
and, not being able to interpret the effect of dif- 
ferent treatments, he should not use them. 
Every case of tuberculosis should have every 
possible help in getting well, and it is by the co- 
operation of the general physician and specialist 
that such things will be made possible and great 
mistakes will be prevented. 

Ever since the rest treatment was advocated 
in this country by Trudeau many have realized 
its importance. However, there are many who 
have advocated the outdoor air and exercise as the 
most necessary factors in arrest of tuberculous 
processes. Still others have advocated rest and 
graduated exercise. Pratt? emphasizes the im- 
portance of prolonged bed rest in treating tu- 
bereulosis. I believe the physiological effect of 
exercise is more beneficial to some cases than is 
rest, but as it is impossible to pick out these 
eases, and as rest cannot do harm, it is advisable 
to have plenty of rest, according to the patient’s 
make-up, some doing better resting in a reclin- 
ing chair, and others resting better in bed. 

As soon as the diagnosis has been made, the 
general physician should institute treatment, 
whch is, as a rule, rest, and he should educate 
and guide his patient continuously. Too many 
physicians have made the diagnosis, and then 
given the most general and superficial advice, 
and have implied by their words that it is now 
up to the patients to do as they have been told. 
The tuberculous patient needs a guardian, and 
_ this is the part that the good sanatorium plays 
in the patient’s eure. 


The general physician should see that his tu- 
bereulous patient has rest in bed, fresh air, well- 
mixed diet of moderate amount, sunshine, op- 
timism, and frankness. 

The general physician should not give tuber- 
culin, vaccine, artificial pneumothorax, creosote 
or exercise, unless by the direction of the tuber- 
culosis specialist. 

Opiates are often indicated for uncontrollable 
eough and hemorrhage, but a continuous hemor- 
rhage can often be best relieved by artificial 
pneumothorax. Rest will cure the night sweats, 
cough and pains in the chest; rest will also de- 
crease the sputum, as well as stop all toxic symp- 
toms, and nature will do the rest in the ordinary 
case by developing fibrous walls around the tu- 
bercles and calcifying the necrotic areas. 

The part the specialist plays in the treatment 
of tuberculosis is the application of the natural 
processes laid down for the use of the general 
physician, supplemented by the use of artificial 
pneumothorax, tuberculin, vaccines, laryngeal 
treatments, surgery, and graduated exercise. 
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PROGRESS IN GYNECOLOGY. 


By STerHeN More, M.D., Boston. 


Vesicovaginal Fistula. 

FRANK! discusses the principles governing the 
spontaneous closure and operative repair of 
vesicovaginal fistulae. Nineteen cases are re- 
ported, which were operated on by several sur- 
geons at the Mt. Sinai Hospital, and three in 
which the fistula closed spontaneously. The 
preparation of the patient for operation and 
the operative technic are described. Frank em- 
phasizes the fact that free mobilization of the 
bladder is the most important single condition 
for success. If the bladder is freely movable the 
fistula will doubtless heal spontaneously in many 
eases. An inverted T incision, as for interposi- 
tion of the uterus, is most satisfactory as a 
routine procedure. Suture is usually in two 
layers with chromic catgut and silk. If there 
has been destruction of the urethra or vesical 
sphincter, and repair is almost impossible, inter- 
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position of the uterus gives the least unsatisfac- 
tory result. In one case a minute fistula, per- 
sisting after the closure of a large hole, healed, 
following treatment with the d’Arsonval current 
for ten seconds. Following the operation the 
retention catheter should be employed and if 
a leak develops, the use of the catheter should 
he employed for several weeks. 

Ward? discusses the operative treatment of in- 
accessible vesicovaginal fistulae. Such lesions he 
thinks are becoming more frequent owing to the 
more common use of the extended operative re- 
moval of cancer of the cervix, and the introduc- 
tion of the Perey cautery. The method which 
has been used by Gray to obtain adequate ex- 
posure is the Schuchardt paravaginal incision 
which is well illustrated and contrasted with the 
more frequently employed ‘‘episiotomy.’’ This 
incision is properly emphasized as “our most 
effective means of obtaining free access to the 
vaginal vault for operative procedures in diffi- 
cult cases.”’ 

Free mobilization of the bladder is also neces- 
sary, and may be obtained most easily by estab- 
lishing a plane of cleavage between the unin- 
jured vesical and vaginal tissues. To establish 
this plane a crucial incision is made in the an- 
terior vaginal wall, beginning near the urethral 
meatus and having its transverse bar at the 
fistula. By freeing the vagina from the bladder 
near the urethra first and gradually dissecting 
upward to the fistula, this object is accomplished. 
The use of a sound in the bladder to displace the 
bladder injury downward is recommended. In 
suturing, if the two lines of suture, bladder and 
vaginal walls, are not superimposed, the chances 
of healing are decidedly better. Three cases suc- 
cessfully operated on are reported and there is 
a brief review of some points noted in the 
literature. 

Peterson® gives a method of treatment for in- 
operable vesicovaginal fistulae. It is not orig- 
inal with him, but a search in the literature in- 
dieates that attention should be drawn again to 
its value. 

By inoperable cases are meant those in which 
the sphineter of the bladder is destroyed by 
trauma of childbirth, operation for cancer of the 
urethra, or any other cause. If the sphincter is 
destroyed, even if the fistula may be closed, fune- 
tion cannot be restored. The operations for trans- 
planting the ureter into the bowel are generally 
unsuccessful because of ascending infection. The 
Maydl operation, using a part of the bladder 


wal] around the ureteral orifice, is the best, but 
it is a serious operation with a distinct mor. 
tality. 

The method advocated by Peterson is the for- 
mation of a rectovaginal fistula with closure of 
the vagina at its outlet, below the fistulae. Forty. 
one cases in all are collected and reported brief. 
ly. The operative procedures are not dangerous, 
and the results are satisfactory for a condition 
which does not threaten life but makes it very 
miserable. 

Primary union is difficult to secure, but the 
wound nearly always healed finally. The recto- 
vaginal fistula shows a tendency to contract, so 
that it should be made large.—large enough to 
admit two fingers easily. The rectum can be 
used as a substitute for a urinary bladder with- 
out giving rise to a rectal irritation. The urine 
does not give rise to uncomfortable diarrhea, 
although the stools are somewhat softened by 
the urine. At times small amounts of liquid 
feces are passed with the urine. The urine is 
held for two or three hours as a rule, some- 
times for only one, sometimes six hours. 

Of special interest are the effects on the 
uterus (in case of menstruation) and on the kid- 
neys. There is no evidence that infection of the 
endometrium or of the kidneys takes place. The 
disadvantage of the operation, that copulation 
beomes impossible, in general would not weigh 
heavily against the patient’s great comfort from 
urinary continence. 


Prolapse of Uterus. 


The occurrence of uterine prolapse in children 
is of such unusual occurrence that Pollock‘ re- 
ports a case which came under his observation. 
The patient was a negro of 13 in whom a vaginal 
protrusion had been noticed since 8. This had be- 
come much more pronounced of late and -was 
troublesome on walking. Both vaginal walls and 
the elongated cervix protruded from the vulva. 
The uterine body was in anteflexion and within 
the pelvis. On pushing back the prolapsed organs 
it was found that the puborectal portions of the 
levator muscles were atrophic. 

The operative treatment consists of anterior 
colporrhaphy with oval denudation, perineor- 
rhaphy according to the method of Emmet, 
and laparotomy. 

On opening the abdomen the uterus was found 
to be small and anteflexed, the ovaries were 
cystic, the tubes infantile in type and the seat 
of purulent inflammation (gonorrhea). The 
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posterior cul-de-sac was very wide and deep 
and filled with intestine. 

To prevent the intestines from entering the 
eul-de-sae it was obliterated in sections from be- 
low upward. The posterior peritoneum was at- 
tached directly to that of the posterior surface 
of the broad ligaments. After resecting the 
tubes the uterus was tipped forward by suturing 
the round ligaments over the tubal stumps. 

Three months later the anatomical result was 
very good except that the uterus lay in first de- 
gree retroversion, perhaps owing to the pull of 
the sigmoid which had been attached to the 
uterus in obliterating the cul-de-sac. Two points 
are especially to be noted. There was a distinct 
levator action, though at the time of the opera- 
tion it seemed as if the levators were absent. 
Also the pelvic cavity was free from intestines. 

Prolapse of the uterus in children is due to 

defective development, and spina bifida is the 
developmental anomaly most frequently found 
associated with it. Although x-rays were taken 
no trace of spina bifida could be found in this 
case. 
Other anomalies, however, were present,—a 
wide and deep cul-de-sac, infantile tubes, pelvis 
infantile in shape and size. The spinal column 
and the lower extremities were deformed, the 
hard palate was highly arched and the mentality 
of the patient was far below normal. 

Williams® reports a case of prolapse of the 
rectum associated with prolapse of the uterus, 
and notes the principles to be kept in mind in 
operating. 

The patient was a multipara of 40 who, 14 
years before, at her first labor terminated by 
instrumental delivery, received a complete tear 
of the perineum which did not unite. 

or five years there had been prolapse of the 
uterus, for one year of the rectum also, which 
had been irreducible for one week. 

On examination, the patient was found to be 
in poor general condition, with complete pro- 
lapse of the uterus and vagina, and prolapse of 
the rectum for seven inches outside the anus. 
The complete tear extended one inch up the 
rectal wall. 

The operation was performed in three, stages. 
At the first the prolapse was reduced under 
ether. About three weeks later the abdomen was 


opened and the whole uterus removed. The 
vaginal walls were suspended to the anterior 
sheath of the rectus abdominis. The upper por- 
tion of the rectum and the sigmoid were sutured 


to the posterior wall of the vagina and to the 
abdominal wall, thus fixing the bowel and oblit- 
erating the cul-de-sac. 

At the third operation the perineum was re- 
paired. 

Fourteen months later the patient said she had 
been well since the operation, and has had no re- 
currence of prolapse or cystocele. Perineum 
solid, good sphincter control. Small hernia in 
laparotomy scar (incision suppurated following 
second operation). 

While mild cases do not need such extensive 
operation, extreme cases demand treatment simi- 
lar to that given in the author’s case, and based 
on the following principles: 


(1) Ventral fixation of the pelvie fascia 
(Williams prefers to remove the whole 
uterus first, but this is not always neces- 
sary). 

Fixation of the rectum to the pelvic 
fascia. 

Obliteration of the cul-de-sac. 


(2) 


(3) 


All operations should be completed by repair 
of the sphincter ani and perineum, if damaged. 


Fatty Tumors of the Uterus. 


Elkin and Haythorn® report a case of fatty 
tumor of the uterus and review the literature 
briefly. Fatty tumors of the uterus are so rare 
that they are of little interest clinically. Yet 
from the point of view of histogenesis they may 
attract much attention. The term ‘‘fatty 
tumor’’ rather than ‘‘lipoma’’ is used because 
of the specific meaning of the latter word, and 
the difficulty in determining in some of the 
fatty tumors described whether they were truly 
lipomata. 

Fat cells are perfectly definite cells, differen- 
tiated from mesenchymal cells and are neither 
fibroblasts nor derived from fibroblasts. As no 
fat cells occur embryologically in the uterus, a 
true lipoma must be formed from embryonie dis- 
placements of fat cells. 

‘‘The difficulty lies in our inability to say 
that the large fat cells were not derived from 
connective tissue cells. The fibrogen fibrils, 
which are the only definite means of identifying 
connective tissue cells, could not be demonstrated 
in connection with fat cells, and aside from the 
globular fat contents we know of no character- 
istic structures by which to identify a fat cell, 
so that we could not be sure that after all we 
were dealing with true fat cells.’’ 
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After carefully analyzing the evidence which 
this tumor presented, Elkin and Haythorn came 
to the conclusion that it was best explained by 
the hypothesis of lipoblastie development and 
that the tumor should, therefore, be called a 
lipoma, or better, lipoblastoma. 


Uterine Hemorrhage. 

The tendency at present is to use as few thera- 
peutic measures as possible. Occasionally some 
valuable procedure of limited applicability will 
be discarded, and zine chloride is a caustic which 
is now looked at askance by surgeons. Boldt’ 
advocates its use in certain cases of uterine 
hemorrhage, ‘‘ particularly when caused by uter- 
ine myomas and metro-endometritis or fibrosis 
uteri.’’ In suitable cases, after malignancy is 
excluded, intrauterine application once in four 
weeks will cause permanent amenorrhea. While 
one application is usually sufficient, more may be 
necessary. 

The technic is simple. A special form of intra- 
uterine applicator syringe is employed. The 
medicament is drawn into the syringe,—the ap- 
plicator is smeared with petrolatum and wrap- 
ped with a narrow strap of gauze 1-2 inches 
wide and 12-24 inches long. The instrument is 
introduced to the fundus, 4 or 5 drops expelled, 
the cannula slightly withdrawn and used as a 
packer in packing in gauze, 4 to 5 drops again 
expelled and the packing continued until the 
uterus is full. The gauze should be left in for 
three days. Care should be exercised to pre- 
vent excess of zine chloride from reaching the 
cervix where stenosis may occur. 

Boldt does not describe exactly the limits of 
applicability of this procedure, although recom- 
mending it highly. 


Pelvic Infections. 

Clark and Norris* give the results of their 
study of over five hundred cases in which the 
postoperative and remote results of surgical in- 
tervention in pyogenic infections in the fallo- 
pian tubes were considered. These tend to con- 
firm the opinion, now well established, that 
operation in the acute stage is contraindicated. 
A course of conservative preparatory treatment 
decreases the mortality and enhances the chances 
for securing a good functional restoration of the 
pelvic organs. 

In a large majority the temperature subsides, 
the pain disappears, the tubal enlargements de- 
crease and may become impalpable. If the pa- 


tient is seen in her first attack no operation is 
advised. If there is a recurrence the same con- 
servative treatment is followed, but when the 
symptoms have subsided operation is advised. 
Usually both tubes are removed and the ovaries 
are conserved. 

If the symptoms do not subside under the eon- 
servative treatment, vaginal drainage is institut- 
ed, either by direct incision into the cul-de-sac 
or through the guidance of an abdominal in- 
cision. It is probably very rarely that a patient 
dies under the conservative treatment—none in 
the present series. If the symptoms do increase 
in severity there is ample time for a simple 
drainage operation. Drainage through an ab- 
dominal incision should be resorted to only if it 
cannot be avoided. 

When the acute attack has subsided it is possi- 
ble to determine more exactly the extent of the 
involvement of the tissues, and, if conservative 
operating is indicated, it can be performed more 
satisfactorily. 

Conservative operative procedures, instituted 
with a view to restoring a closed fallopian tube, 
seldom restore fecundity and should, therefore, 
be undertaken very rarely. Conservation of 
ovarian tissue should be limited chiefly to women 
under thirty years of age. 

In sexually mature women, if chronic infec- 
tion of the uterus and adnexa is present, hystero- 
salpingo-odphorectomy is followed by w lower 
mortality and greater certainty of restoration to 
health than are conservative operations. 

In the discussion of treatment, Clark and 
Norris strongly condemn the method suggested 
by Coffey of walling off gonorrheal infection in 
the pelvis from the general cavity by means of 
a ‘‘quarantine pack.’’ The use of the pack en- 
tails a certain amount of danger and is quite 
useless because generalized gonococcal peritonitis 
is very rare. 

Cullen’ describes the surgical methods of deal- 
ing with pelvic infections. While he presents 
little that is new, some of the methods are so 
firmly based on knowledge of anatomy and 
pathology, and apparently so little known gener- 
ally, that they should be emphasized. The plac- 
ing of a pelvic drain during an abdominal opera- 
tion sometimes presents serious difficulties to the 
operator. As a rule it is quite simple,—one cuts 
through the cul-de-sac into the posterior vaginal 
vault. To make this incision easy a long curved 
clamp is introduced into the vagina by an assist- 
ant, who makes pressure upward and backward 
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against the posterior vaginal vault. There is 
seen from above a small mound in the pelvis, 
easily incised with knife and scissors. Trouble- 
some bleeding is most unusual. Through the in- 
cision the point of the clamp is passed, grasping 
the drain which is pulled down as far as neces- 
sary. If the opening made by the incision is 
not sufficiently large, it may be increased in size 
by stretching with the clamp or by a uterine 
dilator from above. The use of the long clamp 
in this way needs careful attention. In one 
case, reported by Cullen, the instrument had been 
introduced into the bladder; in another into the 
rectum—ineonvenient, but not especially dan- 
gerous, accidents. 

Removal of vaginal drains after abdominal 
operations should not be attempted until the 
fourth or fifth day, because intestinal coils which 
may adhere to the gauze will spontaneously 
loosen about that time. If intestine is adher- 
ent, and the gauze should be so placed, if possi- 
ble, that the two will not come in contact, it 
may be drawn down into the vagina, with serious 
results. 

If the pelvie infection has resulted in one or 
more abscesses which may be opened through the 
vaginal vault, the abscess cavity should never be 
irrigated. Occasionally infection will be spread to 
the general cavity in this way, and irrigation is 
quite unnecessary. 

In the case of post-puerperal pelvic infection, 
the course of the disease is different from that 
spreading primarily along the mucous mem- 
brane, and the foci of infection lie generally in 
the broad ligament on one or both sides. Access 
to such foci is more easy and more safe through 
the abdominal wall and by the extraperitoneal 
route, making the incision close to Poupart’s 
ligament. 

Miller’® reviews the literature covering liga- 
tion or excision of the pelvic veins in the treat- 
ment of puerperal pyemia. Nearly two hundred 
cases are reported; some very briefly, some at 
length. The tendency of late has been away 
from this operative procedure which Miller 
thinks should be used more often. 

The excellent results obtained in the treat- 
ment of pyemia of otitic origin, by ligation of 
the jugular vein, prompted operators to apply 
similar methods in pelvie pyemia. The results 
have not been as gratifying as in septic jugular 
thrombophlebitis, yet a careful consideration of 
the cases reported led Miller to think the out- 
come better than has been generally supposed. 


Before drawing conclusions Miller attempts 
to answer four questions: (1) Can septic throm- 
bophlebitis be recognized with sufficient accu- 
racy to justify a serious operation? (2) Do the 
pathologic conditions revealed at operation and 
autopsy justify intervention? (3) What are the 
indications for operation? (4) Has the mortality 
been reduced by operation ? 

It would seem that septic thrombophlebitis 
has a fairly characteristic symptomatology and 
in a given case, presenting high temperature 
with pronounced remission, the absence of pel- 
vie exudates and peritonitis, with the uterus 
empty and correspondingly involuted, a diagno- 
sis should not be difficult. Some writers empha- 
size the importance of being able to feel the 
thrombosed veins. 

Whether pathologic findings do or do not 
justify surgical interference depends on whether 
operative or autopsy material is considered. The 
latter gives terminal conditions and is less favor- 
able. But the conditions at operation show a 
marked tendency for the thrombosis to limit it- 
self to one vein, usually the spermatic. 

The indications for operation may be summed 
up briefly: As soon as the diagnosis is fairly 
clear, if there are no evidences of peritonitis, 
broad ligament abscess, multiple, metastatic ab- 
scesses, acute endocarditis, or pneumonia. Al- 
most all of the cases showing signs of peritonitis 
died and few recovered that presented pulmon- 
ary lesions. 

One hundred and ninety-seven cases are in- 
cluded in this series. Fifteen were treated by 
the extra-peritoneal, and 182 by the transperi- 
toneal operation. The gross mortality (not in- 
cluding the vena-cava series) was 51.6 per cent. 
The corrected mortality (excluding unsuitable 
cases) was found to be 33.9 per cent. The aver- 
age mortality of puerperal pyemia is generally 
accepted as between 60 and 70 per cent. 


Pituitary Gland. 

Goetsch™ discusses the relation of the pitui- 
tary gland to the female generative organs, from 
the experimental and clinical aspects. He points 
out the danger, in discussions of the physiology 
and pathology of these organs, of engaging in 
pointless theorization and suggestions unless 
there is a firm basis of well-controlled experi- 
mental and clinical observations upon which to 
stand. He summarizes (not too briefly) the re- 
sults which have hitherto been obtained. One 
paragraph on the clinical side may be quoted: 
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‘*As a result of the facts learned from the ex- 
perimental feeding of pituitary extracts, par- 
ticularly of the anterior lobe, we should feel en- 
couraged in our efforts to benefit clinical states 
dependent upon under-function of this gland in 
the human. Thus, for example, a number of 
clinical cases showing, among other symptoms, 
characteristic sexual disturbances (irregular 
menstruation, amenorrhea, sterility), dependent 
on primary pituitary disease, have been so great- 
ly benefited that there have been a return of 
menstruation and libido, even when these had 
been absent for a considerable period. It is 
probable that many clinical conditions showing 
genital aplasia, adiposity and under-develop- 
ment, and dependent upon changes in one or 
more of the ductless glands, other than the 
pituitary, would be benefited by the feeding of 
pituitary extract in addition to the extract of 
the gland which is primarily involved. On the 
other hand, the feeding of extracts, such as thy- 
roid and adrenal, combined with pituitary in 
clinical cases of pituitary disease in which 
symptoms referable to these glands are present, 
is advisable. 

Some alleged effects of pituitrin on the in- 
testinal tract have been very striking, yet other 
investigation failed to reproduce effects under 
apparently similar conditions. It may be con- 
cluded from the literature that there is a wide 
variability in the physiological activity of vari- 
ous commercial pituitary extracts, and it has 
been suggested that there is in the posterior lobe 
of the gland some substance which has an action 
on the isolated intestinal loop of animals, re- 
sembling that of adrenalin, a substance which 
may be other than that which raises the blood 
pressure and causes diuresis. 

Pancoast and Hopkins” studied the effect of 
pituitrin in a small series of patients from the 
medical wards, in whom there were no marked 
gastrointestinal symptoms, except the occurrence 
of constipation in a few. The patients were con- 
trolled and studied with great care, using the 
bismuth or barium meal and the x-ray to detect 
change in motility. This method is an accurate 
und valuable means of studying certain phases 
of drug action, and the findings are as follows: 


In the stomach there was usually a primary 
depressing influence upon peristalsis or motility 
or both, followed by an inerease in both. The 
same effect followed repeated doses. The pylorus 


was influenced very little, and when any effect 
was noted it was variable. 

In the small intestine motility was, as a rule. 
either not affected or was slightly delayed. 

In the large bowel the drug produced little 
or no appreciable effect on motility in the class 
of patients examined. 


Ovary, Uterus and Mammary Gland. 

Loeb” summarizes our present knowledge of 
the relation of the ovary to the uterus and mam- 
mary gland from the experimental point of view 
as follows: 


“1. The ovary is a complex gland, of which 
the most important constituents are follicles in 
various stages of growth and atresia, and cor- 
pora lutea. In addition, we find in some species 
interstitial gland and sometimes embryonic 
structures developing parthenogenetically from 


eggs. 

**2. Cyclical changes occur both in the ovary 

and secondarily in the uterus and mammary 
gland. 
‘*3. The primary cyclical changes in the 
ovary are in sequence: follicle ripening, ovula- 
tion, corpus luteum formation. In some species 
ovulation is accompanied by degeneration of all 
but the smallest follicles. 

‘*4. An elaborate self-regulating mechanism 
controls ovulation. Normally, the corpus luteum 
inhibits ovulation. During pregnancy the life 
of the corpus luteum is prolonged. Experi- 
mentally ovulation can be influenced at will, 
accelerated by excising all corpora lutea, or re- 
tarded by producing artificial deciduomata. The 
retarding action of the corpus luteum is chemi- 
cal, not mechanical. 

**5. The corpus luteum has a sensitizing ac- 
tion upon the uterus. This action can be ana- 
lyzed by experimental methods. If the uterus is 
incised or mechanically stimulated at the time 
during which the corpus luteum is elaborating 
this growth substance, maternal placenta 
(deciduoma) is formed. The mechanical stimuli. 
therefore, assume in this respect the function 
which the ovum exerts under normal conditions. 
The form of growth response of each species is 
characteristic. The localization of sensitization 
varies in different species, being limited to the 
uterus in rabbits and guinea pigs, but distributed 
more widely in the human female. No speciti- 
city exists in the sensitizing substance given off 


interval. 
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by the corpus luteum as far as different individ- 
uals of the same species are concerned. The life 
period of experimental deciduomata is short, ex- 
cept in pregnancy, during which their persist- 
ence is prolonged. 

“6, Corresponding to and dependent upon 
the cyclical ovarian changes, uterine cyclical 
changes occur. The cycle consists of heat, growth 
associated with glandular activity, regression 
Heat probably is due to matura- 
tion of the follicles and dependent upon the ab- 
sence of the corpora lutea; growth activity is 
the result of corpus luteum secretion ; regression 
marks the cessation of corpus luteum secretion, 
which is followed in the interval by a condition 
of rest. Pregnancy causing a persistence of the 
corpus luteum is.characterized by an accentua- 
tion, but not a prolongation, of the active phase. 
and an inhibition of the uterine cyclical changes 
throughout gestation. 

‘7. While it is possible to produce, experi- 
mentally, during pregnancy a new ovarian cycle, 
through excision of the corpora lutea, such a new 
ovarian cycle is not followed by a new uterine 
eyele. During pregnancy a mechanism is at 
work preventing the uterine mucosa from re- 
sponding to the stimuli given off by various 
ovarian structures. 

“8. It follows from 4 and 5 and 6 that the 
corpus luteum subserves at least two functions, 
inhibiting ovulation and producing a substance 
which causes growth in the uterus. 

‘*9. The ovary shows other non-cyclical func- 
tions. It has a trophic influence on the genitals 
and either primarily or secondarily determines 
the development of the secondary sexual charac- 
ters. 

“10. The ovary, likewise, controls the de- 
velopment of the mammary gland. It exerts a 
trophic influence on this organ and determines 
its normal eyele. During heat and subsequent 
to ovulation proliferative changes occur; these 
cease while the corpus luteum develops and func- 
tionates, 

‘11. The incidence of breast cancer in mice 
is greatly reduced by castration.’’ 

(To be concluded nezt week.) 


RECENT DEATH. 


Hexry Jesse Kenyon, M.D., a Fellow of The Mas- 
sachusetts Medical Society and a graduate of the 
College of Physicians of New York City, died at his 
home in Worcester, April 5, 1918, aged 66 years. 


Society Report. 


MEETING OF GENERAL MEDICAL BOARD 
OF COUNCIL OF NATIONAL DEFENSE, 
HELD IN CONNECTION WITH DEDI- 
CATION OF WARDEN McLEAN AUDI- 
TORIUM AT CAMP GREENLEAF, CHICK- 
AMAUGA PARK, GA. 


DepicaTIOn of the Warden McLean Audito- 
rium at Camp Greenleaf, the military medical 
school at Camp Chickamauga, Ga., on March 
11th was made notable not only because of the 
presence of the Surgeon-General of the Army 
and members of his staff, as well as many dis- 
tinguished medical men from military and civil 
life, but also because of the regular meeting 
there March 10th of the General Medical Board 
of the Council of National Defense, usually held 
in Washington. About 1,000 doctors, who, as 
Medical Reserve Officers, are taking the three 
months’ course, accepted the invitation to at- 
tend, extended by Dr. Franklin Martin, member 
of the Advisory Commission of the Council and 
chairman of the Board. 

These members of the General Medical Board 
attended: Dr. Franklin Martin, chairman; Dr. 
William F. Snow, secretary; Surgeon-General 
William C. Gorgas, Dr. Victor C. Vaughan, Dr. 
William H. Welch, Dr. John Young Brown, Dr. 
John G. Clark, Dr. Thomas S. Cullen, Dr. Ed- 
ward P. Davis, Dr. William D. Haggard, Dr. 
Jabez Jackson, Dr. Edward Martin, Dr. Charles 
H. Mayo, Dr. Stuart McGuire, Dr. John D. 
McLean, Dr. Hubert A. Royster. 

Introduced by Dr. Martin, Surgeon-General 
Gorgas said he knew of no more important work 
than the activities being developed at Camp 
Greenleaf ; that the necessity of military medical 
training is obvious; also that on a visit to Eng- 
land five years ago he learned that the great de- 
velopments in the English system had been 
forced by the necessities arising during the Boer 
War; so, he said, the United States military 
medical service is being developed by the exi- 
gencies now confronting us and would continue 
after the war. He said he gained from the 
British Service ideas of value for his administra- 
tion. 

Dr. William H. Welch read a statement giving 
illuminating figures as to the status in the Army 
and Navy. Men enrolled in the Medical Officers’ 
Reserve Corps, and recommended to the Adju- 
tant-General’s office, totaled 21,824, of whom 
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17,313 have accepted their commissions. Of 
5,378 recommended in the Dental Reserve 
Corps, 5,086 have accepted. Of 1,067 recom- 
mended in the Sanitary Corps, 865 have ac- 
cepted. Of 152 recommended in the Ambulance 
Service, 138 have accepted. There are 844 of- 
ficers in the Naval Medical Corps and 103 in 
the Naval Dental Corps. There are 827 medical 
and 199 dental officers enrolled in the Naval Re- 
serve Force. There are available in the Naval 
Medical Reserve Corps, retired officers, acting 
assistant surgeons and national naval volunteers, 
naval militia and coast guard, 284 men. Total 
officers available for active service are 2,257. 
There are 207 chief pharmacists and pharmacists, 
‘7,000 hospital corpsmen in the regular service 
and 1,000 in the reserve, making a total avail- 
able for active service in these branches of 8,207. 
In February there was an exceedingly satis- 
factory decline in the admission rates for com- 
municable diseases, as well as for all causes. In 
the force afloat, the situation as to pneumonia 
and cerebro-spinal fever is very satisfactory. 
Scarlet fever has been slightly more prevalent 
than usual but in no sense epidemic; a very 
satisfactory decrease in measles; mumps con- 
tinues as heretofore. In the fleet there were 1 
ease of cerebro-spinal fever, 20 of German 
measles, 35 of measles, 167 of mumps, 26 of 
searlet fever, 43 of pneumonia, lobar and 
broncho. Health conditions afloat are highly 
satisfactory. 

Dr. Martin, in expressing the regrets of Sur- 
geon-General Braisted, of the Navy, who was 
unable to be present, said: ‘‘I was in Admiral 
Braisted’s office one morning and found him 
getting reports by telephone from his various 
naval stations. From 8.30 to 10.30 o’clock every 
morning he receives these reports, and gives in- 
structions, thus keeping in constant touch.’’ 

Before introducing Passed Assistant Surgeon 
C. P. Knight of the United States Public Health 
Service, who reported in the absence of Surgeon- 
General Blue, Dr. Martin read the following 
telegram received from General Blue: 


“Washington, D. C., March 9, 1918. 


**Dr. Franklin Martin 
‘Chattanooga, Tenn. 


‘*Request that you give publicity to the fact 
that Public Health Service is greatly in need 


of the services of competent sanitarians, particu- 
larly medical officers, sanitary engineers and 
scientific assistants. Salaries vary from $1,800 
o $2,500 per annum. Applicants should ad- 


dress Surgeon-General, United States Public 
Health Service, Washington, , Stating in 
full experience and training which they have 
had. Blue.’’ 


Surgeon Knight’s report summarized the 
good work done under his direction since Sep- 
tember, 1917, in the five-mile zone around 
Chickamauga Park, a zone having a 100,000 
population, including 60,000 in Chattanooga. 
Concrete results included: Inspection of 375 
restaurants, of which 148 complied with the 
regulations; 39 barber shops, of which 29 have 
been furnished cards indicating full compliance ; 
anti-fly campaign; examination of 2,500 em- 
ployees of restaurants, barber shops and dairies, 
3% being dismissed because of having com- 
municable disease; complete survey of 3,000 
rural homes, accompanied by educational talks 
resulting in orders for installation of’ sanitary 
privies; complete survey of private water sup- 
plies; inspection of all industrial plants, with 
corrections under way; submission of fuller re- 
ports by physicians, and all reported cases be- 
ing tabulated and investigated ; inspection of all 
dairies ; pasteurization of about 30% of milk sup- 
ply; eating establishments compelled to serve 
pasteurized milk; thorough medical inspection 
of Chattanooga schools and intensive rural school 
surveys recommended; providing Chattanooga 
with full-time physician and 6 Public Health 
Nurses by the U.S.P.H.S.; establishment of unit 
for treatment of venereal diseases; conference 
with Attorney-General of Tennessee which led 
to Governor Rye’s order to Chattanooga Board 
of Health to proclaim venereal diseases a menace 
to the civil and military population, and direct- 
ing it to make regulations for control in codpera- 
tion with the Provost Marshal, and steps under 
way to make this a state-wide campaign; and 
introduction and passage of ordinances in ad- 
acent counties providing sanitary sewage dispos- 
J. Lieutenant-Commander Knight has been made 
a deputy health officer by county and city au- 
thorities. 

Dr. William D. Haggard, of Vanderbilt Uni- 
versity, read a statement for the Red Cross 
which showed that there are 20 base hospitals 
on active duty abroad and 14 others mobilized 
of 19 certified as ready for immediate service. 
Distribution of sweaters to soldiers and sailors 
and all Red Cross sources totals at least 
1,250,000. Authority for Red Cross work within 
eamps has been conferred by an official order 
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signed by the Secretary of War. Contracts for 
convalescent houses in 4 camps have been let and 
others will soon be signed. Twenty-seven sani- 
tary units coéperated with federal and state au- 
thorities, in February, in 17 different states. The 
4 laboratory cars, ‘*Reed,”’ ‘*Pasteur,’’ ‘‘Lister’’ 
and ‘‘Metchnikoff,’’ have been turned over to 
the Army Medical Corps. Venereal clinics are 
now in operation in 17 camp cities. 

Major William F. Snow, reviewing the work 
of the Committee for Civilian Codéperation in 
Combating Venereal Diseases, said that military 
medical advisers have been provided for state 
Boards of Health, municipal clinics are being 
placed, and an excellent moving picture film, 
‘‘Fit to Fight,’’ has been prepared to be shown 
at the camps as an educational measure. 

Major Edward Martin, reporting for the 
Committee on States Activities, told of codpera- 
tion with the state societies in various ways. 
Reporting for the Editorial Committee, he men- 
tioned the 6 manuals on medical military prac- 
tice, all of which have been approved by the 
Surgeon-General’s Office. 

For the Committee on Surgery, Dr. Charles 
H. Mayo told how data on 21,000 physicians had 
been gathered and placed on cards convenient 
for the ready selection of individuals and groups 
suited for any given task, a duplicate set of 
which cards has been prepared for the use of 
the Surgeon-General’s office in France. Dr. 
Mayo emphasized the need of reconstructing 
wounded men, not only for field service, but 
also for labor after the war, inasmuch as the us- 
ual tide of immigration has ceased. Citing the 
many Government activities in which medicine 
enters, he said these relations, he believed, could 
be codrdinated in no way except by having a 
medical man as a Cabinet Officer. He closed with 
this plea for recognition of medical military 
men: 


‘*Medical men must have adequate rank. They 
are entitled to it. For it is not as if they were 
at work in the military service, doing work to 
which they are new and unaccustomed. They 
are working in the line to which they have given 
their lives. They can’t do their best unless they 
have adequate recognition and rank.’’ 


In the absence of Miss M. Adelaide Nutting, 
chairman, Miss Ella Phillips Crandall, secre- 
tary, reported for the Committee on Nursing. 
The total nurses enrolled to date are 18,344, of 
whom 10,000 have enrolled with the Red Cross 


since April 6, 1917. The Red Cross had sup- 
plied the Army with 6,220 up to March 1, and 
1,000 to the Navy and Public Health Service. 
As insufficiency of nurses in December was due 
in some camps to lack of housing accommoda- 
tions, and in others to the fact that a larger 
quota had not been called for, the Committee 
recommended to the Surgeon-Generals of the 
Army and Navy that suitable accommodations 
be provided in adjacent towns where necessary ; 
that there be a quota of not less than one nurse 
to 6 acutely ill men; that a reserve of 25 above 
the prescribed quota be stationed at each hospi- 
tal; that Miss Anne W. Goodrich be assigned to 
inspect military and naval hospitals, and that 
superintendents of three-year training schools 
graduate the 1918 classes early. These recom- 
mendations received unanimous endorsement of 
the Executive Committee of the General Medi- 
eal Board, the Surgeon-Generals and the Sec- 
retary of War, since which time all demands 
for nurses have been met. The Committee is 
continuing its campaign to attract young women 
into training schools and is codperating in the 
courses to be given at Vassar College this sum- 
mer for young women who shall have registered 
for entrance to a graduate school of nursing in 
October, these women then being eligible for 
graduation in two years instead of three. Ap- 
peals to training schools and professional regis- 
tries, together with the Red Cross campaign 
for nurse enrollment, will, the Committee be- 
lieves, readily provide the 5,000 additional 
nurses who, it is expected, will be required by 
June 1; and that the total of 37,500 graduates 
will be furnished as needed. The committee is 
seeking relative rank as recognition for Army 
and Navy nurses, they having all been provided 
for in the War Risk Insurance Law through the 
Committee’s efforts. 

Miss Crandall, also reporting for the Sub- 
Committee on Public Health Nursing of the 
Committee on Hygiene and Sanitation, told of 
an experiment in two states in codperation with 
the Food Administration whereby Public 
Ilealth Nurses are to have special instruction in 
food economics. 

Dr. Jabez Jackson, of Christian Church Hos- 
pital, Kansas City, Mo., spoke of the need of 
nurses to take the place of experienced nurses 
who have gone into military service, saying that 
12 out of 15 nurses had gone from one hospital 
in his city. He advocated special attention. to 
nurse apprenticeship in hospitals. 
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Introduced as President-Elect of the Ameri- 
ean Medical Association, Dr. Arthur UVean 
Bevan expressed the confident belief that, 
whether the war lasts three years or five years 
and requires 3,000,000 men or 5,000,000 men, 
the medical profession will continue to stand 
by ‘‘until the job is finished.’’ He said: ‘‘It 
is the one business of the American Medical 
Association to educate the profession to realize 
the extent of the work before it. At our great 
meeting in-June I should like to have back with 
us such men as Osler and DePage to tell us at 
firss hand something of their work and the need 
for such work as theirs on the other side.”’ 

Major John D. McLean told of the progress 
of the plans for the Volunteer Medical Service 
Corps, reading the conditions of membership. 
This body will be open to reputable physicians 
ineligible to the Medical Officers’ Reserve Corps 
because they are over the age of 55, on account 
of physical disability, or because of necessity 
for home service, or other good reason. ‘‘An 
organization of the doctors at home to do a 
something when there is a something to do’’ was 
the way Dr. McLean summarized the function 
of this new organization which will act when 
called upon by the Surgeon-Generals of Army, 
Navy or Public Health Service. He emphasized 
the fact that this organization ‘‘will not pro- 
tect slackers at home.’’ Dr. McLean exhibited 
an attractive design proposed for insignia. 

Lieutenant-Colonel Victor C. Vaughan, report- 
ing for the Committee on Legislation, told of the 
request of the Army medical officers for higher 
rank and greater authority, and of the Owen- 
Dyer Bill (S. 3748 and H.R. 9563) now pending 
in Congress. He cited instances which he said in- 
dicated need for greater rank, and then read the 


following letter from President Wilson to Dr. 


Franklin Martin, endorsing the bill: 


**5 March, 1918. 
‘*My dear Dr. Martin: 

**I read very carefully your memorandum of 
February twenty-seventh about the rank ac- 
corded members of the Medical Corps of the 
Army and have taken pleasure in writing letters 
to the chairmen of the Military Committees of 
the House and Senate, expressing the hope that 
the bill and resolution may be passed 

‘*Cordially sincerely yours, 


oodrow Wilson.’’ 
‘‘Dr. Franklin Martin 
Advisory Commission 
**Council of National Defense.’’ 
The dedication exercises on Monday morning, 
March 11, were attended by a throng which 


filled the auditorium to overflowing. On the 
stage was a notable group of army medica! 
officers, with a sprinkling of civilian doctors of 
national and international fame. Lieutenant- 
Colonel Roger Brooke presided. Those on the 
stage included: Surgeon-General William (. 
Gorgas, Brigadier-General J. B. Erwin, in com- 
mand of Camp Forrest; Colonel Henry Page, 
Dr. Franklin Martin, Member Advisory Com- 
mission, Council of National Defense, and chair- 
man General Medical Board ; Colonel E. L. Mun- 
son, Lietenant-Colonel V. C. Vaughan, Lieuten- ° 
ant-Colonel William H. Welch, Johns Hopkins 
University Medical School; Major Charles H. 
Mayo, president American Medical Association ; 
Dr. Arthur Dean Bevan, president-elect Ameri- 
ean Medical Association; Dr. Edward P. Davis, 
Philadelphia; Major John D. McLean, Major 
Stuart McGuire, Major George E. de Schweinitz, 
and many others. 

After music by the Camp Greenleaf orchestra 
and invocation by Bishop Thomas F. Gailor, 
Episcopal Bishop of Tennessee, Dr. John G. 
Clark, of Philadelphia, made the speech of 
formal presentation of the $10,000 auditorium 
on behalf of Mrs. Wm. McLean, whose son, 
Warden McLean, while in the officers’ training 
camp at Fort Oglethorpe, was accidentally killed. 
Colonel Henry Page, who, since his graduation 
from the University of Pennsylvania School of 
Medicine in 1894, has been continuously in the 
regular army and whose efficient, untiring efforts 
have transformed the site which in 1898 was the 
dumping ground for the Chickamauga Camp, 
made the speech of acceptance. He said it is 
his ambition to have here a great postgraduate 
training camp, and that he hopes to see the 
temporary buildings replaced by permanent 
structures. 

He was followed by General Gorgas, who 
argued convincingly for military training for 
medical officers. He said that notwithstanding 
handicaps, the present American Army has es- 
tablished a sanitary world’s record, for it has 
eared for 1,000,000 men and the death rate is 
10 men per thousand, whereas Japan, during 
the Russo-Japanese War, was deemed to have 
accomplished a marvel when she kept her death 
rate down to 20 per thousand. ‘‘This is but the 
beginning of Camp Greenleaf,’’ he said. ‘‘This 
probably will be the focus of our medical activi- 
ties.’” He said that Camp Greenleaf, located in 
the geographical center of 450,000 troops in 


training, seems the logical location for the one 


| 
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great medical training ground, with accommo- 
dations there possibly for 40,000 men, trebling 
its present capacity. He expressed a wish that 
the Council of National Defense might interest 
itself in such a project, and he said: ‘‘From 
past experiences I am sure of their interest.’’ 

Brigadier-General J. B. Erwin, the Com- 
mandant at Camp Forrest, adjacent to Chat- 
tanooga, in a happy speech indicative of the 
present cordial codperation of the line officer 
with the medical branch of the service, evoked 
enthusiastic applause when he advocated a de- 
tention cantonment for the ‘‘laundering’’ of 
recruits before they are allowed to mingle with 
the men in camp—thus decreasing the chances 
of mumps and measles, diseases which, he said, 
are certain to break out wherever bodies of men 
are gathered in camp or barracks. 

Lieutenant-Colonel Victor C. Vaughan recall- 
ed a visit to Berlin in 1907 and a talk with 
Wassermann, the German medical authority, in 
which the latter expressed a fear that the 50,000 
soldiers quartered in Berlin and the other like 
units in other cities indicated that ‘‘some day’’ 
Germany’s military leaders would plunge that 
country in war which might mean the dis- 
memberment of the empire. Dr. Vaughan ex- 
‘pressed the hope that some day he might walk 
through the streets of Berlin and see flying from 
public buildings the flag, not of France, nor of 
Britain, nor of the United States, but of the 
German republic. 

Dr. Vaughan, reverting to conditions at 
Chickamauga as he found them in 1898, when 
there was not a single microscope nor test tube 
in the camp, contrasted those conditions with 
the fact that a medical camp has here been es- 
tablished. He contrasted the attitude of the line 
officer of those days with the work-together spirit 
of today. 

Dr. Edward P. Davis, of Philadelphia, praised 
the spirit of the doctors in training, and re- 
minded the audience that physicians really en- 
tered the profession of war when they became 
medical students. ‘‘You are soldiers by in- 
heritance and training,’’ he said. 

A review in the afternoon of the 12,000 men 
in the various medical and ‘sanitary units, with 
a field hospital demonstration, had a dramatic 
setting. From the knoll overlooking the parade 
ground from the east several score interned Ger- 
mans, ranged behind the wire of their stockade, 
viewed the spectacle, while on the western side 
of the field was the immense crowd of civilian 


visitors who came by automobile and trolley. 
Well in their rear, towering high above, rose 
historic Lookout Mountain. 

The Warden McLean auditorium building is 
situated in the center of Camp Greenleaf. Be- 
sides the main assembly hall there are several 
smaller rooms, including orthopedic museum, 
library and* reference room, lecture rooms, 
study rooms’ and office. Since the 
opening of the camp 4,000 officers and 20,000 
enlisted men have been trained and sent to duty 
abroad or to instruct at other camps. 


Book Reviews. 


The Law of the Heart. By Ernest H. Sraruine, 
M.D., Se.D. (Cambridge and Dublin), 
F.R.C.P., F.R.S. London: Longmans, Green 
and Company. 1918. 


This pamphlet is a monograph representing 
the Linacre lecture given by the author at the 
University of Cambridge, England, in 1915. It 
is a physiologic study, based on the researches of 
Blix, into the molecular nature of heart action, 
and is illustrated with eight diagrams. It is a 
valuable brief summary of the knowledge of car- 
diac physiology, and a useful contribution to the 
substance of this knowledge. The author deter- 
mines experimentally that within physiological 
limits, the larger the volume of the heart the 
greater are the energy of its contractions and 
the amount of chemical change at each contrac- 
tion. In the heart, as in muscular tissues gen. 
erally, the energy of contraction, however, meas- 
ured, is a function of the length of the muscle 
fiber; and any increase in the extent of active 
surface increases the energy of change. In the 
healthy heart, the demand for increased action 
temporarily dilates the heart, thereby elongating 
its muscle fibers, and enabling each fiber to con- 
centrate a larger number of active molecules on 
each unit of active surface than it could pre- 
viously. This automatically improves the tone 
of the muscle, and thereby enables the heart 
gradually to return to its normal volume, even 
though still doing increased work. In the 
fatigued, diseased, or failing heart, however, the 
concentration of active molecules per surface 
unit becomes less and less, so that this surface 
must be continually increased by cardiac dilata- 
tion. If this process goes on sufficiently long, 
the dilatation may pass the optimum length of 
muscle fiber, and the heart must then contract 
at an increasing mechanical disadvantage, which 
leads to ultimate failure. 
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THE STATUS OF TONSIL OPERATIONS. 


In spite of the many modern advances in 
medicine very little, if anything, is yet known 
concerning the functions of the tonsil. Being 
a ductless gland, it has been thought to be 
part of the endocrine system, but no connection 
therewith has been found, and, indeed, removal 
of these glands seems to have no effect on the 
organism. There are those who believe the 
glands to be vestigial in character, now having 
no function at all, and best removed from the 
body whether giving symptoms or not. A plaus- 
ible, though unconfirmed, hypothesis is that 
these glands act as mechanical barriers to the 
passage of irritating or infective agents. When 
it is remembered how often these glands are the 
seat of numerous infections, this hypothesis re- 
ceives added weight. The tonsils are considered 
to be the portals of entry for many specific in- 
fections, but particularly of the infections 
causing rheumatism and endocardial conditions. 


Tonsil operations have been carried out for a 
long time, but heretofore they have been very 
lightly undertaken. Practically no line was 
drawn between cases that needed removal and 
those that did not. Yet it goes without saying | 
that unless a tonsil is so large that it obstructs 
the passages or is the frequent seat of inflamma- 
tions, surgical interference is not justified, at 
least until more is known concerning the 
function of this gland. Moreover, tonsil opera- 
tions are no longer undertaken by the unskilled. 
These operations have had a remarkable meta- 
morphosis from minor to major surgical opera- 
tions. This has in a measure been the natural 
outgrowth from the reports of increasing fatal- 
ities from these supposedly minor operations. 
The clinic, or even the home, is no longer con- 
sidered a fit place for this operation any more 
than for other surgical operations of admittedly 
major significance. The operation must be sur- 
rounded by all the safeguards that a hospital 
ean afford if bad results would be reduced to a 
minimum. Besides, American surgeons are in 
favor of doing all these operations under anes- 
thesia. Local anesthesia, however, should be 
consistently removed from the list of available 
anesthetics for tonsil operations because there is 
no means of knowing the amount and the rapid- 
ity of absorption of the cocaine, and because 
of the danger of subsequent severe hemorrhage. 
Cocaine is a particularly treacherous drug, hav- 
ing caused many fatalities, and without any 
warnings of danger. Neither is chloroform 
favored as a general anesthetic in these opera- 
tions, also because it is very treacherous in its 
action, and there does not seem to be sufficient 
justification for subjecting a patient to this 
special danger for an operation not of vital ne- 
cessity. It seems that the ideal anesthetic for 
tonsil operations is ether, preceded by nitrous 
oxid. 

The mere cutting off of the redundant tissue 
from the tonsil—tonsillotomy—is no longer in 
favor. It is considered very poor surgery. Re- 
currences are usual. This procedure merely ex- 
poses a large surface to infection, and for a time 
at least, until healing, causes an increase of the 
very conditions that the operation is intended 
to obviate. If this operation is decided upon as 
necessary, then the only procedure of choice is 
complete removal, enucleation—tonsillectomy. 
The gland should be dissected out, preferably 
with a blunt instrument, and hemorrhage con- 


trolled as in any surgical operation. Styptic 
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drugs or like measures are neither necessary 
nor advisable. Carried out from this stand- 
point, tonsil operations need cause little fear of 
untoward results. 


SCHOOL INSPECTION AND SANITATION 
IN EXTRA-CANTONMENT ZONES. 


Tue Public Health Report of the United 
States Public Health Service for the week of 
March 8, contains some very interesting infor- 
mation regarding school inspection and sanita- 
tion in extra-cantonment zones. Medical in- 
spection of school children is one of the activ- 
ities undertaken by the Service to prevent the 
carrying of communicable diseases to the troops. 
Such inspection has already been commenced in 
practically all of the zones surrounding the 
Army cantonments. 

An officer of the Service is detailed to give his 
full time to the work, and has an office and the 
assistance of school nurses or other help. The 
expenses, as a rule, are met jointly by the Red 
Cross, the local health authorities, and the Pub- 
lie Health Service. The plan is for the Service 
officer and nurse, through codperation with the 
teachers, to keep a close watch on each school 
for the early detection of contagious diseases. 
The parents are then notified, the. quarantine 
rules are enforced, vaccination is practised 
where it fits the case, and all possible is done to 
prevent the disease from reaching the canton- 
ment. The protection of the troops is the great 
aim, but at the same time the other benefits to 
be derived from school inspection are not to be 
overlooked. In all communities where school in- 
spection has been adequately carried out, the 
result has been a remarkable reduction in the in- 
cidence of contagious diseases in the general 
population. Children are to be examined, not 
only for contagious diseases, but at least once a 
year for physical defects. These defects tend to 
lower individual resistance and increase the 
susceptibility of a child to contagious disease. 
They also retard intellectual development and 
prepare the way for degenerative diseases in 
later life. When these defects are found, the 
parents are informed and urged to have them 
corrected. Clinics are established wherever pos- 
sible, in order to give the necessary operative 
treatment to needy children. 


The United States Public Health Service has, 
as @ part of its war duties, taken charge of the 
sanitation of many of the extra-cantonment 
zones. That district of Virginia between the 
York and James Rivers is of especial impor- 
tance, as there will be gathered for training and 
embarkation the pick of all branches of the 
Army. Langley Field and Morrison Aviation 
Field, as well as Fort Monroe with the Artillery 
School,-are in this district. Two large em- 
barkation camps—Camp Stuart and Camp Hill 
—will contain a military population already 
trained, whose health is of vital importance to 
the country. In addition, the Newport News 
Shipbuilding and Drydock Company employs 
over 10,000 workmen engaged largely in govern- 
ment work. In this space—about 100 square 
miles—the population has increased more than 
50% since the outbreak of the war. Local 
health authorities were utterly inadequate to 
care for so many people, so the work was given 
over to the Service, which codperated with estab- 
lished organizations and increased all depart- 
ments to war-time needs. The Red Cross fur- 
nished much assistance, creating a sanitary 
unit with an appropriation of $21,000. These 
funds made it possible to undertake measures 
against malaria-bearing mosquitoes, involving 
an expenditure of several thousand dollars, 
which could not reasonably have been obtained 
from the Federal Government, and have sup- 
plied promptly public health nurses, sanitary 
inspectors, and have made it possible to extend 
the work into the country by furnishing auto- 
mobiles. 

The work in this district covered commu- 
nicable diseases and malaria, the proper dis- 
posal of excreta, the safeguarding of the sup- 
ply of milk and water, and the inspection of 
schools. The sanitary control of establishments 
selling food and drink was undertaken in con- 
nection with the Army. The matters of garbage 
disposal, abatement of nuisances, the inspection 
of stores, and the like were left entirely with 
the local health authorities. 


THE RECLAMATION OF THE DISABLED. 


Ir is no longer considered sufficient for the 
civil or the military surgeon to treat injuries 
solely with the view of rapid healing—what 
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was previously called a good surgical result. 
Unless the injured member is put in position 
by the surgeon for the greatest degree of use- 
fulness after healing, the surgery has been a 
failure. The progressive surgeon must have an 
eye not only to healing, but he must plan and 
fashion his operation in keeping with subse- 
quent possibilities for usefulness of an injured 
member. From the standpoint of the military 
surgeon, the question is even a broader one. 
Not only the rehabilitation of an injured mem- 
ber but the reclamation of the injured person 
must be the aim of the surgeon, his co-workers 
and the public. This point is wel! understood 
in Europe, and the surgeon is even interested 
in the possibilities of training the disabled in 
new and useful occupations. His operative 
plans are much modified by the results being 
obtained with mechanical appliances and the 
subsequent training. English surgeons have de- 
voted much time and thought to the construe- 
tion of mechanical appliances and in codpera- 
tion in the training of the disabled soldier. 
However, in training the disabled individual for 
new occupations the conditions in the labor mar- 
ket of a particular occupation must be borne in 
mind, else there will be overcrowding in occupa- 
tions where the disabled workers would have 
difficulty to hold their own in competition. 
It is this very possibility of overcrowding and 
competition which the disabled individual ean 
little afford to stand that makes it necessary to 
train the disabled along special and perhaps 
even undeveloped occupational lines. The dis- 
abled soldier must not be allowed to depend for 
his future occupation upon the bounty of a pub- 
lie that makes room for him, but he must be 
made a skilled worker and able to command his 
place in the industrial or professional fields. 
It is said that Nature compensates an individ- 
ual for the loss of a member or a faculty by 
enlarging others of the remaining ones. How- 
ever that may be, this compensation may be 
explained by saying that the disabled individ- 
ual’s greater need of close application to work, 
his exclusion from other fields of activity, and 
even amusement, leaves him not only with more 
will to specialize, but also with more opportu- 
nity, for he is distracted by fewer extrinsic de- 
mands than the normal person. Much of this 
specialization in occupation has been carried out 
with the blind and with the deaf mute very 
successfully, and there is little reason why it 
. cannot be applied elsewhere, but particularly in 


the case of the disabled soldier. Inquiry into 
the natural aptitude of the remaining individ. 
ual members, senses or faculties can now be 
carried out by appropriate psychological appa- 
ratus. When determined, the part of the or. 
ganism that is found to have the most psycho- 
logie aptitude is further trained and then 
harnessed to some suitable and useful oceupa- 
tton. Without this sort of inquiry, the over- 
crowding of some industrial fields will work 
harm to the community, and many evidences of 
natural ability will be overlooked. This oppor- 
tunity to train special workers from among the 
individuals who would otherwise be a burden to 
themselves and to society, may yet prove to be 
one of the good things arising from evil, besides 
solving a very serious problem—what to do 


with the great army of disabled soldiers, and 


what the best methods of reclamation are. 


ATTENDANCE AT MEDICAL MEETINGS. 


It has been a cause for chagrin to the officers 
of Suffolk District Medical Society that the ser- 
ies of war talks given in connection with the 
Boston Medical Library have been so poorly at- 
tended. One would think that the timeliness ot 
the subjects and the character of the speakers 
would draw more hearers, in spite of the extra 
demands for doctors’ services made by the com- 
munity. 

In February, Colonel Dercle, representative of 
the French Medical Service in this country, and 
Major Archibald, a Canadian surgeon who had 
seen much service at the front, gave excellent ad- 
dresses. The audience, though small, made up 
in enthusiasm what it lacked in numbers. On 
March 20. Dr. James Alexander Miller of the 
Rockefeller Commission which was sent to 
France to study the problem of tuberculosis 
among the civil population, presented a mar- 
vellously sympathetic and instructive picture of 
social conditions in France. It was a liberal 
education to be given such a point of view of 
the great war as was presented to his hearers. 
Yet the audience, scattered strategically through- 
out the hall, filled a scant half of the room. 

A small audience suggests. discourtesy to these 
and other speakers, many of whom travel long 
distances to talk to us, and will in time make it 
difficult for the officers of the Society to secure 
good men. | 
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The society will be given an opportunity to 
show its interest in problems of public health on 
April 24, when Dr. Eugene Kelley, the newly 
appointed State Commissioner of Health, will 
present the State’s plan for fighting venereal 
disease. The tremendous importance of this 
subject and the opportunity which will be pre- 
sented for the Society to demonstrate its inter- 
est in the achievements of the Department of 
Health should combine to secure a good attend- 
ance. Let the medical profession of Boston 
prove that it is interested in questions of wider 
range as well as in those merely of therapeutics 
or of surgical technic. 

The meeting will be open to the medical 
public. 


MEDICAL NOTES. 


ANNUAL REPORT OF THE JORDAN MEMORIAL 
SanatortuM.—The fifth annual report of the 
Jordan Memorial Sanatorium for Tuberculosis, 
River Glade, New Brunswick, was presented in 
October, 1917. It has been decided during the 
past year to care for returned tuberculous sol- 
diers from the province of New Brunswick at 
the Sanatorium. The institution is in splendid 
running order, has a most efficient staff and aims 
to teach its patients not only how to get well, 
but how to remain well. It has established 
clinies in several of the large cities of New 
Brunswick, where advice is given to those with 
tuberculosis symptoms. A goodly number of 
the patients who come to these clinies are chil- 
dren. It is essential to get at the children and 
to start them on the right road before it is too 
late, for they are the citizens of the future. In 
order to maintain a strong and healthy com- 
munity the children must be prevented from 
becoming infected, and taught how to conduct 
themselves in order to remain well and healthy. 
Results of treatment of tuberculosis at the in- 
stitution for the past year have been good. Fifty 
per cent. of those discharged were discharged 
either apparently arrested or apparently 
quiescent. The average length of stay of these 
cases was longer, the average gains in weight 
greater, the number of those who gained in 
weight larger, than that of the previous year. 

It is expeeted that before summer the Sana- 
torium will have a ward ready for the care of 
returned tubereulous soldiers of the Province. 


Beds are being prepared for fifty-six such pa- 
tients. 


B. S. is Pustic HeaLtH.—A two-year course 
in public health, leading to the degree of bach- 
elor of science in public health, is being offered 
by Simmons College. The programme is de- 
signed to give, in two years, the technical train- 
ing required in a modern public health lab- 
oratory. It may be substituted for the third 
and fourth years of the regular household 
economics and general science courses, or it may 
be taken independently by students from other 
colleges who have satisfactorily completed two 
full years in an approved college, with one year 
of work in physics and biology, and approved 
courses in general and organic chemistry. The 
course is planned to satisfy the demand for ad- 
ministrative and technical workers, as illustrated 
by a letter written by Dr. Richard M. Pearce, 
chairman of the division of medicine and re- 
lated sciences of the Council of National De- 
fense, saying that there was a great need for 
trained technicians to work under military con- 
trol. 


WAR NOTES. 


Army Deatus INcrEASE.—Report from Wash- 
ington, on March 29, states that although health 
conditions in general among the troops training 
in this country are described in this week’s re- 
port of the division of Field Sanitation as ‘‘very 
good,’’ deaths among the soldiers increased from 
180 the week before to 223. Pneumonia in- 
creased in the National Army and Regulars, 
but in the National Guard all epidepie-diserst™” 
are declining. 

‘*Deaths in the Regular Army last week were 
86 as against 71 the week before; in the National 
Guard 20 as against 28; and in the National 
Army 117 as against 81. Seventy-three of the 
deaths in the National Army, and seven of those 
in the National Guard, were caused by pneu- 
monia. 

Only 76 new cases of pneumonia were re- 
ported from the National Guard camps, but 
in the National Army camp 287 new cases of 
this disease were reported as against 255 the 
week before. Mumps and inffuenza prevail in 
many National Army camps, and some measles 
and meningitis are reported. 

In the National Guard camps the sick and 
death rates are described as remarkably low, 
while in the Regulars there are fewer cases of 
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measles, scarlet fever and meningitis. Pneu- 
monia shows an increase among the Regulars, 
particularly in the aviation section and the 
Southern Department.’’ 


ARMY NuMBER 237.—The War Depart- 
ment announces that the health of the army in the 
United States continued good for the week of 
April 4, although bronchitis and influenza, com- 
plicated with pneumonia, in many northern 
camps, increased the noneffective and death 
rates slightly over the preceding week. The 
total number of deaths reported was 237, of 
which 90 were among the regulars, 29 in the 
National Guard, and 118 in the National Army. 


MepicaL Units oF WoMEN TO BE SENT TO 
FRANcE.—Medical units composed of women will 
be sent immediately to that portion of France 
devastated by the present German drive—acecord- 
ing to a statement issued by the American Wom- 
en’s Hospitals, which is conducting a campaign 
to raise $200,000 for the equipment and staff of 
a chain of hospitals. New York alone has al- 
ready subscribed $23,258 toward this amount. 


BritisH Rate Exceepep Deatu Rate 
IN 1916.—Notwithstanding the war’s carnage 
the number of births in 1916 exceeded by 277,303 
the number of deaths, according to the Registrar 
General’s report just made public. The redue- 
tion in the number of births amounted to only 
12%. There was an unprecedentedly low mar- 
riage rate in 1916 as compared with an abnor- 
mally high one in 1915, the decrease being at- 
tributed to the fact that compulsion for military 
service was applied to married men in 1916. 


CoMMIssiONS FoR ENGLAND MeEpIcAL 
Men.—It was announced from the Surgeon Gen- 
eral’s office on March 28 that the following New 
England men have accepted commissions in the 
army medical corps: 


Major—Gray, George H., Lynn, Mass. 

Captains—Ferguson, J. B., Providence, R. I.; 
Hathaway, J. G., New Bedford, Mass; Hopkins, 
B. H., Ayer, Mass; Torbert, J. R., Boston, Mass. 

First Lieutenants—Budington, H. F., Spring- 
field, Mass; La Liberté, E. J., Fall River, Mass; 
Morris, F. M., Fall River, Mass; Lueas, J. D., 
Boston, Mass.; MelIntire, W. A., Worcester, 


Mass. ; Whalen, E J., Hartford, Conn. ; Sawyer, 
Edward J., Gardner, Mass. 


AWARD OF THE DISTINGUISHED SERVICE Cross. 
—Report from Army Headquarters in France 
states that the distinguished service cross has 
been awarded to Lieutenant J. P. Rosenwald of 
the medical corps attached to the artillery. 
Lieutenant Rosenwald, while attached to an ar- 
tillery regiment, ‘‘twice entered a battery posi- 
tion under heavy fire in order properly to are 
for wounded.’’ 


CoMMISSIONS IN THE MEpIcaL Corps.—Sur- 
geon General Gorgas announces that the follow- 
ing New England men have been granted com- 
missions in the army medical corps: 

John Woods Harvey, first lieutenant, Boston; 
John A Hayward, first lieutenant, Portland, 
Me.; Perez B. Howard, captain, Newtonville, 
and Henry T. Hutchins, major, Boston. 


VENEREAL DISEASES IN THE GERMAN ARMY.— 
Vogel of Breslau has found that though the to- 
tal incidence of venereal disease in the German 
army was comparatively low (about 0.3%), 
syphilis, as compared with gonorrhea, had be- 
come more common. The incidence ratio of 
syphilis to gonorrhea, which was as 1 to 3 or 4, 
had risen to 1 or 2. Another disquieting fact 
was the high proportion of married men—a 
third of the total—among infected soldiers. 

Use or SALVARSAN IN GerMANY.—The Reichs- 
tag debate, in which the patrons of salvarsan 
were accused of suppressing salvarsan fatalities, 
and in which the medical journals were said to 
be accomplices to the unscrupulous exploitation 
of this drug, has had a sequel. In an order 
from the Prussian Minister of the Interior, der- 
matologists, specialists in venereal diseases, and 
the heads of medical institutions are required 
to give a return showing the number of patients 
treated and of injections given, and the nature 
and number of the ill effects observed. Infor- 
mation is asked as to the benefits resulting from 
the treatment of syphilis with salvarsan and its 
derivatives. 


‘ 


BOSTON AND MASSACHUSETTS. 


or INsTrRUCTION FoR HEALTH 
ciaLs.—At the recent meeting of the Public 
Health Committee of the Massachusetts Medical 
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Society, Mr. C. E. Turner, an instructor in the 
Department of Biology and Public Health of 
the Massachusetts Institute of Technology, was 
appointed as their field agent. This position was 
formerly held by Mr. Edward A. Ingham, now 
District Health Officer in the State of Califor- 
nia. 

It is the plan of the Public Health Committee 
to hold its second Convoeation and School of In- 


struction for Health Officials during the last. . 


week in May. This school will be held with the 
eodperation of the State Department of Health, 
the Massachusetts Association of Boards of 
Health and the United States Public Health 
Service. A comprehensive program is being pre- 
pared whieh will deal with a variety of public 
health activities, laying special emphasis upon 
the several movements which are occupying the 
attention of military and civilian health authori- 
ties. 


Hotpen (Mass.) Hosprrau.—The Holden 
Hospital, Ine., has leased the plant of the Hol- 
den Cottage Hospital. The latter has, for the 
last three and a half years, been conducted as a 
private institution. The work began under the 
new management on April Ist. 

When the Holden townspeople learned that, 
because of increasing expense, it would become 
necessary to discontinue the hospital work, a 
mass meeting was called, much enthusiasm was 
manifested and a fund started to equip a hos- 
pital within the town. 

Because of the present unfavorable building 
conditions it was decided to take over the plant 
of the Cottage Hospital for the present. The 
Board of Directors consists of: William J. 
Jamieson, Pres.; William H. Warren, Treas. : 
Harry A. Creamer, Sec.; Rev. James Prender- 
gast; Jefferson W. Coe; Dr. Walter H. Welch; 
Bertram S. Newell, William Swenson; Rev- 
George E. Cary; and Rev. James W. Leonard. 


Carney Hosprran AtumNi Evectrion.—The 
annual meeting and dinner of the Carney Hos- 
pital Alumni Association were held at the Hotel 
Bellevue recently with more than fifty members 
present. Dr. D. J. Harrington, retiring presi- 
dent, was toastmaster. The principal speakers 
were Dr. John T. Bottomley and Dr. D. F. Ma- 
honey of the hospital visiting staff, who dis- 
cussed medical conditions brought about by the 
present war. The Rev. P. J. Lyons, chaplain of 


the hospital, referred to the great assistance 
given to the hospital by the members of the 
association and to the number of graduates of 
the hospital who are now serving in the army 
and navy. 

Dr. P. J. Jakmauh was elected president; Dr. 
L. E. Phaneuf, vice-president, and Dr. F. G. 
Minter, secretary-treasurer for the ensuing year. 


Obituaries. 


AUGUSTUS CHAPMAN WALKER, M.D. 


Augustus CHAPMAN WaLkKer, M.D., died at 
his home in Cambridge, April 5, 1918, aged 84 
years. He was born in Barnstead, N. H., on 
June 9, 1833, the son of Joseph Alcott and Abi- 
gail (Murray) Walker. He received his A.M. 
degree from Dartmouth in 1862 and that of M.D. 
from the Harvard Medical School in 1866. In 
September, 1862, Dr. Walker enlisted as an 
assistant surgeon with the 133d New York Regi- 
ment of Volunteer Infantry. He served in that 
capacity till 1864, when he was transferred to 
the 18th New York Regiment of Volunteer Cav- 
alry, later serving as surgeon-in-chief of the 
Cavalry Division stationed at New Orleans, La. 
He was honorably discharged in June, 1866. He 
then began the practice of his profession in 
Greenfield, where he continued for nearly two- 
score years as an active practitioner. 

In his professional career, Dr. Walker had 
been pension surgeon for the United States Pen- 
sion Board and he had served as a member of 
the Massachusetts Board of Registration in 
Medicine. He was a member of the Franklin 
District Medical Society, a Fellow of The Massa- 
chusetts Medical Society, belonged to the Massa- 
chusetts Commandery of the Loyal Legion, the 
G.A.R., the Masonic fraternity and other organi- 
zations. 

He married, at Lyme, N. H., on Sept. 11, 
1862, Maria Churchill Grant. They removed, 
after their long residence in Greenfield, to Cam- 
bridge, about 10 years ago. Mrs. Walker, who 
had been prominent as a member of the Daugh- 
ters of the American Revolution, died last Au- 
gust. Dr. Walker is survived by two sons, Rob- 
ert T. Walker, of Cambridge, and Sidney G. 
Walker of Providence, R. I. 
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IRVINE A. WATSON, M.D. 


IrvINE A. Watson, M.D., secretary and execu- 
tive officer of the New Hampshire State Board 
of Health since its organization in 1881, died 
recently in Coneord, N. H. Dr. Watson was 
formerly secretary of the American Public 
Health Association. He was president of the 
International Conference of State and Provin- 
cial Boards of Health in 1903, and was an honor- 
ary member of many American and foreign 
scientific bodies. 

Dr. Watson was born in Salisbury, N.H., on 
Sept. 6, 1849, the son of Porter B. Watson and 
Luvia E. (Ladd) Watson. His education was 
received in common schools and at the seminary 
in Newbury, Vt., and the Collegiate Institute. 
He studied medicine and attended lectures at 
the medical schools of Dartmouth College and 
of the University of Vermont. He began prac- 
tice, in 1871, in Groveton, N. H., and went to 
Concord to reside in 1881. He was for some years 
superintendent of schools in Groveton and had 
served in the New Hampshire House of Repre- 
sentatives. Other public service had been as 
secretary of the New Hampshire Commission of 
Lunacy, as Registrar of Vital Statistics of New 
Hampshire, and as president of the State Board 
of Cattle Commissioners. He compiled and 
edited various reports on medical and sanitary 
subjects and societies and their work. In 1872 
Dr. Watson married Lena A. Farr of Littleton, 
N. H. 


Miscellany. 


THE BACTERIOLOGY OF 
POLIOMYELITIS. 


THe work of Dr. Horace Greeley on the bac- 
teriology of poliomyelitis, of which preliminary 
announcements were published in the Medical 
Record of January 13, the Boston MEpIcAL AND 
SuraicaL JourNAL of April 12, 1917, and ecom- 
plete details in the Journal of Laboratory and 
Clinical Medicine, July, 1917, has recently been 
completely corroborated by Dr. E. C. Rosenow' 
and Dr. L. D. Bristol.’ 

It will be remembered that Dr. Greeley grew 
from the nerve centers of cases succumbing to 
the 1916 epidemic a pleomorphic bipolar bacil- 
lus which he caused to grow as the globoid bodies 


described by Flexner and Noguchi, and also in 
the form of the streptococcus described by Rose- 
now. 

Working with cultures obtained from the lat- 
ter, he developed from Rosenow’s ‘‘streptococ- 
cus’’ the pleomorphic bacillus. This bacillus, 
besides being susceptible of modification of form 
between the globoid bodies, through streptocoe- 
cus or diplocoecus forms to bipolar bacilli, he 
found also subject to change from Gram-positive 
to Gram-negative. The fully developed bacillus 
was found to be motile, with a single terminal 
flagellum, would liquefy solidified serum, pro- 
duce an acid reaction in neutral bouillon and 
develop spores. Five out of six strains isolated 
by Dr. Greeley failed to produce gas in sugar 
media; three out of the six produced a slight 
amount of indol. He found that the organism 
would pass the Berkefeld filter and would grow 
at all temperatures between summer heat 
(70° F.) and that of the body. 

Dr. Greeley’s cultures grew readily in market 
milk, and in it resisted the pasteurization process. 

Experimenting on animals, he produced 
paralysis with nerve center lesions, in dogs, 
eats, rabbits, and guinea-pigs, and also typical 
attacks of distemper in young dogs and cats. A 
culture accidentally dropped in the experi- 
menter’s eye produced an abortive case of the 
malady, and mucus from his throat produced 
paralysis in a rabbit and a contagious fatal dis- 
ease with nerve center hemorrhagic manifesta- 
tions among guinea-pigs. 

Dr. Greeley tested the organisms isolated with 
blood serum from fifty convalescents of the 1916 
epidemic and found that, while agglutination 
was ordinarily not produced in high dilution, 
a specific relation was evident. In animals 
(cats) he produced antipoliomyelitis sera that 
agglutinated in high dilution the cultures used 
to produce them, but varied considerably in ag: 
glutination of other cultures (strains). 

Using this specific serum and sera from 
human poliomyelitis convalescents, he showed 
that a distinct relationship existed between the 
poliomyelitis bacilli and a bacillus isolated from 
a case of distemper in a dog. 

Dr. Rosenow now states that he finds that his 
‘‘streptococcus’’ will produce the bacillus form, 
and Dr. Bristol, working with one of Flexner’s 
cultures, obtained from the Rockefeller Insti- 
tute, developed from the globoid bodies bacilli 
such as Dr. Greeley described. Dr. Bristol con- 
cludes : 
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‘‘From these studies I venture to the 
possibility that the organism of poliomyelitis is 
a pleomorphic bacillus (often indistinguisable, 
however, from a true coccus) and that it may be 
closely related to the large group of so-called bi- 
polar bacilli, or Pasteurella.’’ .... 
‘‘Based on this assumption, the mode of spread 
may be considered analogous to that demon- 
strated for all forms of Pasteurellosis in animals, 
namely: (1) directly, by contact with the secre- 
tions or exeretions of an infected individuai 
(ether diseased or a healthy ‘carrier’) ; (2) in- 
directly, by the carriage of the specific organ- 
isms by insects, or possibly in dust, uncooked 
food, or drink.”’ 


This is practically the same conclusion an- 
nounced by Dr. Greeley some six months pre- 


viously : 


‘It is demonstrated that the organism iso- 
lated from the nerve centers of cases of polio- 
myelitis (including the ‘streptococcus’ de- 
scribed by various observers) is a pleomorphic 
bacillus of the distemper group, which varies in 
characteristics much as the various, supposedly 
different, members of the group do from one 
another; that this poliomyelitis bacillus could 
cause paralysis in eats, dogs, rabbits and guinea- 
pigs, and that an accidental passage of a culture 
through man gave rise to abortive symptoms of 
the malady; that after this last-named passage it 
could produce paralysis in a rabbit and a contag- 
ious infection of guinea- pigs, with nerve centre 
lesions: and, finally, that from the guinea-pigs it 
could produce distemper in cats. 

‘‘Further, it is shown that the organism is 
saprophytie and grows well in milk at ‘summer 
heat ;’ and that it resists the pasteurization pro- 
cess, while contained therein. Also, that it forms 
‘spores’ and is a ‘filter passer.’ 

‘Tt seems very probable that, while contact 
eases of poliomyelitis may oeccur, either by di- 
rect transmission of the germ from animal to 
man, or from man to man, the great mass of 
eases which comprise epidemics are caused by 
milk-borne contagion and, furthermore, we 
shall have to regard our cows as possible ‘car- 
riers’ of the infection. It is, of course, evident 
that infection could get into milk from other 
animals, as the eat and dog, or even from a hu- 
man carrier.’? 


REFERENCES. 
‘American Journal of Public Health, December, 1917 
* Journal of Mental Research, January, 1918. 


ARMY MEDICAL CORPS EXAMINATIONS. 


The Surgeon-General of the Army announces that 
preliminary examinations for the appointment of first 
lieutenants in the Medical Corps, U. S. Army, are 
being held at numerous points throughout the 
United States, on the first Monday of each month. 

Full information concerning the examination may 


be procured upon application to the “Surgeon-Gen- 
eral, U. S. Army, Washington, D. C.” The essential 
requirements to securing an invitation to report for 
examination are that the applicant shall be a citizen 
of the United States, between 22 and 32 years of age, 
a graduate of a medical school legally authorized to 
confer the degree of Doctor of Medicine, of good 
moral character and habits, and shall have had at 
least one year’s post-graduate hospital interneship. 

The Government cannot pay to applicants any 
portion of their expenses incurred in connection with 
their examination, and due consideration, therefore, 
will be given to localities from which applications 
are received, in order to lessen such expenses as 
much as possible. 

Chemistry and Physics have been eliminated as 
subjects of the examination. 

Those applicants who successfully pass the exami- 
nation are commissioned first lieutenants in the 
Medical Reserve Corps, and sent to either the Army 
Medical School in Washington, or to a training 
camp for a course of instruction, covering a period 
of approximately three months, during which time 
they draw the pay and allowances of their grade. 
If, at the close of their instruction, they pass the 
final examination, and are favorably recommended, 
they are commissioned first lieutenants in the Med- 
ical Corps of the Regular Army. 

The Medical Corps consists of commissioned of- 
ficers in number approximately equal to seven for 
every one thousand of the total enlisted strength of 
the Regular Army authorized from time to time by 
law, proportionally distributed among the graded 
and in the ratios as follows: Colonels, 3.16%, lieu- 
tenant-colonels, 5.42%; majors, 23.7%: captains and 
first lieutenants, 67.72%. 

Promotion to the grades of major, lieutenant- 
—_ and colonel is by seniority, subject to exami- 
nation. 

The Surgeon-General, who, under the permanent 
law, has the rank of brigadier-general and is the 
chief of the Medical Department, is selected from 
among the of the Medical Corps not below 
the grade of lieutenant-colone!. 


PAY AND EMOLUMENTS. 


To each rank is attached a fixed annual salary, 
which is received in monthly payments, and this is 
increased by 10% for each period of 5 years’ service 
until a maximum of 40% is reached. A first lieu- 
tenant receives $2000 per annum, or $166.66 monthly. 
At the end of five years (during the period of the 
war, at the end of one year) he is promoted to cap- 
tain, subject to examination, and receives $2400 a 
year, with an increase of 10% after five years’ serv- 
ice, making $2640, or $220 per month. After 10 
years’ service the pay would be $2880 annually, or 
$240 per month. The pay attached to the rank of 
major is $3000 a year, which, with 10% added for 
each five years’ service, becomes $3600 after 10 
years’ service, $3900 after 15 years’ service, and 
$4000 after 20 years. The maximum monthly pay 
of lieutenant-colonel, colonel, and brigadier-general 
is $375, $416.66, and $500, respectively. Officers, in 
addition to their pay proper, are furnished with al- 
lowance of quarters according to rank, either in 
kind, or, where no suitable Government building is 
available, by commutation; fuel and light therefore 
are also provided. When traveling on duty an of- 
ficer receives mileage for the distance traveled, in- 
cluding the travel, performed in joining first station 
after appointment as first lieutenant. On change of 
station he is entitled to transportation for profes- 
sional books and papers and a reasonable amount of 
baggage at Government expense. roceries 
other articles may be purchased from the commis- 
sary at about wholesale cast price. Instruments and 
appliances are furnished for the use of medical of- 
ficers in the performance of their duties. Well- 
selected professional libraries are supplied to each 
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hospital, and standard modern publications on med- 
ical and surgical subjects, including medical jour- 
nals, are added from time to time. At each military 
post there is also a laboratory, and medical ofticers 
are encouraged to carry on any special line of pro- 
fessional study which appeals to them and which fits 
them for their duties as medical officers. 

Officers of the Medical Corps are entitled to the 
privilege of retirement after 40 years’ service, or at 
any time for disability incurred in the line of duty. 
On attaining the age of 64, they are placed on the 
retired list by operation of law. Retired officers re- 
ceive three-fourths of the pay of their grade (salary 
and increase) at the time of retirement. 

At the present time there are approximately 
seven hundred vacancies in the Medical Corps. 


Unitrep States Civin Service 
Pathologic physiologist (male). May 7, 1918. 


The United States Civil Service Commission an- 
nounces an open competitive examination for patho- 
logic physiologist, for men only. A vacancy in the 
Hygienic Laboratory, Public Health Service, Wash- 
ington, D. C., at $3000 a year, and future vacancies 
requiring similar qualifications at this or higher or 
lower salaries, will be filled from this examination, 
unless it is found in the interest of the service te 
fill any vacancy by reinstatement, transfer, or pro- 
motion. 

The duties of the appointee will be to study the 
pathology of industrial poisoning. with special ref- 
erence to the manufacture of munitions. 

Competitors will not be required to report for ex- 
amination at any place, but will be rated on the 
following subjects, which will have the relative 
weights indicated, on a scale of 100: (1) Education, 
30; (2) Experience, 40; (3) Publications (to be sub- 
mitted with application), 30. 

Under the first and second subjects competitors 
will be rated upon the sworn statements in their 
applications, and upon corroborative evidence ad- 
duced by the Commission. 

A degree of M.D., from an institution of recognized 
standing, and at least two years’ postgraduate expe- 
rience in pathologic physiology, are prerequisites for 
consideration for this position. 

Applicants will be admitted to this examination 
regardless of their residence and domicile, but those 
desiring permanent appointment to the apportioned 
service in Washington, D. C.. must have been 
actually domiciled in the State or Territory in which 
they reside for at least one year previous to the date 
of the examination, and must have the county of- 
ficer’s certificate in the application form executed. 
Positions in the Hygienic Laboratory of the Public 
Health Service are in the non-apportioned service. 

Applicants must have reached their twenty-first 
birthday on the date of the examination. 

Applicants must submit with their applications 
their photographs, taken within two years. Tin- 
types or proofs will not be accepted. 

This examination is open to all male citizens of 
the United States who meet the requirements. 

Applicants should at once apply for Form 2118, 
stating the title of the examination desired, to the 
Civil Service Commission, Washington, D.C. : the Secre- 
tary of the United States Civil Service Roard. Cns- 
tomhouse, Boston, Mass.. New York, N. Y.. New Or- 
leans, La., Honoluln, Hawaii: Post Office, Philadel- 
phia, Atlanta, Cincinnati, Ohio. Chicago. 
St. Paul, Minn., Seattle. Wash.. San Francisco. 
Cal.: Old Customhonse, St. Lonis. Mo.: Administra- 
tion Building Ralboa Heights, Canal Zone: or the 
Chairman of the Porto Rican Civil Service Commis- 
sion, San Jnan. 

Applications shonld he properly exeented. exclnd- 
ing the medical certificate. and must he filled with 
the Civil Service Commission, Washington, D.C.. 
with the material required. prior to the hour of 
closing business on May 7, 1918. 


Unitep States Civit SERVICE EXAMINATIONS.— 
Stenographers and typewriters wanted, men and 
women. 


The United States Government is in urgent need 
of thousands of typewriter operators and stenograph- 
ers and typewriters. All who pass examinations for 
the departments and offices at Washington, D.C., are 
assured of certification for appointment. It is the 
manifest duty of citizens with this special know}- 
edge to use it at this time where it will be of most 
value to the Government. Women especially are 
urged to undertake this office work. Those who have 
not the required training are encouraged to undergo 
instruction at once. 

Examinations for the Departmental Service. for 
both men and women, are held every Tuesday, in 
450 of the principal cities of the United States, and 
applications may be filed with the Commission at 
Washington, D. C., at any time. 

The entrance salary ranges from $1000 to $1200 a 
year. Advancement of capable employees to higher 
salaries is reasonably rapid. 

Applicants must have reached their eighteenth 
birthday on the date of the examination. 

For full information in regard to the scope and 
character of the examination and for application 
blanks, address the U. 8S. Civil Service Commission, 
Washington, D. C., or the Secretary of the U. §. 
Civil Service Board of Examiners at Boston, Mass.; 
New York, N. Y.; Philadelphia, Pa.; Atlanta, Ga.; 
Cincinnati, Ohio; Chicago, Ill.; St. Paul, Minn.; St. 
Louis, Mo.; New Orleans, La.; Seattle, Wash.: San 
Francisco, Cal.; Honolulu, Hawaii; or San Juan, 


Porto Rico. 
Joun A. McItmenny, 
President, U. S. Civil Service Commission, 
Washington, D. C. 


Correspondence. 


OF THE PRACTICE OF MEDI- 


REGULATION 


Commonwealth of Massachusetts. 
Board of tion in Medicine, 
Room 501, No. 1, Beacon Street, 
Boston, March 28, 1918. 


Mr. Editor: 


Since physicians as a class seem to take but little 
interest in laws regulating the practice of medicine, 
or in efforts made to enforce these laws, it seems de- 
sirable to call attention to the provisions of Chapter 
55 and of Chapter 218 of the General Acts of the 
year 1917, with the hope of securing the codperation 
of the profession. 

Under the provisions of these Acts, the Board of 
Registration in Medicine may revoke or suspend cer- 
tificates of registration, as shown in the following 
excerpts: 

“Said Board, after hearing, may by unanimous vote 
revoke any certificate issued by it and cancel the rez- 
istration of any physician who has been convicted of 
a felony or of any crime in the practice of his pro- 
fession; or after hearing may by unanimous vote 
revoke any certificate issued by it and cancel the 
registration of any physician, for a period of not ex- 
ceeding one year, who has been shown at such hear- 
ing to have been guilty of gross and confirmed use of 
aleohol in any of its forms while engaged in the prac- 
tice of his profession, or of the use of narcotic drugs 
in any way other than for therapeutic purposes: or 
to have published, or caused to be published, or to 
have distributed, or caused to be distributed. any 
literature contrary to the provisions of chapter three 
hundred and eighty-six of the acts of the year nine- 
teen hundred and eight: or to have acted as principal 
or assistant in carrying on the practice of medicine 
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by an unregistered person, or by any person who has 
been convicted of the illegal practice of medicine, or 
by any registered physiclan whose license has been 
revoked either permanently or temporarily, or to 
have aided or abetted in any attempt to secure reg- 
istration, either for himself or for another by fraud, 
or in connection with his practice, to have defrauded 
or attempted to defraud any person. 

“The boards of registration in medicine, dentistry, 
pharmacy and veterinary medicine, after a hearing, 
may, by a majority vote of the whole board, suspend, 
revoke or cancel any certificate, registration, license 


or authority issued by the board, if it appears to the 


board that the holder of such certificate, registration, 
license or authority, is insane, or is guilty of deceit, 
malpractice, gross misconduct in the practice of his 
profession, or of any offense against the laws of the 
commonwealth relating thereto. Any person whose 
certificate, registration, license or authority is sus- 
pended or revoked hereunder shall also be liable to 
such other punishment as may be provided by law. 
The different boards may make such rules and regu- 
lations as they deem proper for the filing of charges 
and the conduct of hearings.” 

Under these provisions of law, the Board has re- 
voked, or suspended, the registration of physicians, 
for performing abortions, gross and confirmed use of 
alcohol, the illegal prescribing of narcotic drugs, the 
publishing of improper literature, for acting as an 
associate to an unregistered practitioner, and for 
deceit and misconduct in the practice of the profes- 


sion. 

The Board finds that a considerable number of phy- 
sicians are covering the work of midwives by signing 
birth returns without having been in attendance. 
Evidence is accumulating which will result in the 
calling of such practitioners before this Board, and if 
the complaints against them are verified, all such men 
stand in danger of losing their right to practise. 

The passage of these Acts last year, as referred to 
above, has improved conditions in medical practice in 
this state to a considerable extent, and several irreg- 
ulars have ceased practice because of the impossi- 
bility of having legally registered practitioners to 
cover them. 

Aside from midwives, unregistered impostors are 
doing very little work in this State now, and when 
the medical profession will provide for the adequate 
care of obstetric cases within the means of those 
people who now employ midwives, the situation can 
be very much improved. 

All acts of illegal practice coming under the ob- 
servation of physicians should be reported to the 
local prosecuting officials, but if any one feels that 
he may not properly do this, the Board will see that 
the facts are reported to the police departments with- 
out involving private individuals. 

Rut the menace of the incompetent practitioner 
still exists, for a strong effort was made this vear to 
have the Legislature enact into law a bill which 
would have permitted a man who has failed to se- 
cure registration, to have engaged in practice. This 
man formerly conducted a very lucrative medical 
practice. The petition for this bill was signed by a 
former governor of this Commonwealth, but the Com- 
mittee on Public Health reported adversely, and the 
measure failed to secure sufficient support. 

There is another matter of considerable impor- 
tance which should interest the profession. 

For several years complaints have been made that 
a certain medical college in this State has not been 
conducting its work in conformity with its published 
announcements: that students have been coerced into 
Paying fees which could not be properly charged: 
that many of its graduates do not show evidence of 
having heen properly taught: that the Council on 
Education of the American Medical Association does 
hot recognize this school; and that thirty-nine States 
of the Union will not even admit the graduates of 
this s-hool to make applications for licensure. 

These assertions and facts led the Attorney-Gen- 


eral to recommend to the Legislature that the char- 
ter of this school be revoked, and the Assistant Dis- 
trict Attorney of Suffolk County appeared at a leg- 
islative hearing and argued in support of the recom- 
mendation of the Attorney-General. wut medical 
men of standing appear to take little interest in in- 
fluencing legislation to prevent this questionable 
school from doing business. As it now stands, Mas- 
sachusetts is legally endorsing an institution which 
is discredited by thirty-nine other States, and by the 
official Committee of the American Medical Associa- 
tion, and permits it to continue to induce young peo- 
ple to waste time and money for a comparatively 
worthless education and a degree which is of very 
little value. 

It is generally felt that the medical profession is 
responsible for the maintenance of preventive medi- 
cine. One may question whether it can justly ignore 
the responsibility of trying to maintain reputable 
standards of medical education. 

The greatest efficiency in all public health meas- 
ures and preventive medicine must come from high- 
grade medical education, for the well-trained doctor 
in private practice is often the indispensable factor 
in promoting the methods of authorities, and it has 
sometimes been found that the low-grade medical 
men are obstacles in the path of progress. 

Improvement in conditions relating to medicine 
would take place more rapidly if the profession 
would exert its full influence upon our law-makers. 

WALTER P. Bowers, 
Secretary Board of Registration in Medicine. 


A CHILDREN’S PAVILION AT THE SHARON 
SANATORIUM. 
April 4, 1918. 


Mr. Editor: 

May I through the medium of your columns bring 
to the attention of the medical profession and others 
the proposed opening of the new “Children’s Pavil- 
ion,”—the most recent and much-needed addition to 
the Sharon Sanatorium at Sharon, Mass., now in the 
twenty-seventh year of its existence? The pavilion is 
intended to be a combined sanatorium and school for 
debilitated children with suspected tuberculosis, and 
for those who are in the earlies' stages of pul- 
monary or glandular tuberculosis, and not for sur- 
gical cases. 

The class of patients to be received will be children 
of people of refinement, with moderate incomes; 
neither the very poor nor the rich. With the recog- 
nized tendency of latent tuberculosis in children to 
become active in later life, the Directors of the Sana- 
torium now wish to increase its usefulness by receiv- 
ing this type of patient, as a means of prevention as 
well as cure. For twenty-seven years it has been 
the means of bringing back health to hundreds of 
women of limited means afflicted with tuberculosis. 
It now enlarges its scope of work by this recent 
addition for children, and thus will help to meet a 
great need in our community. 

The moderate price of ten dollars a week. exclu- 
sive of laundry, will be charged. It will be easily 
understood that the price of board is quite inade- 
quate to meet the annual deficit, as has been the 
case in the past. Generous public help, therefore, is 
still urgently solicited, especially in these trying 
times, when home charities have to suffer a loss 
income on account of the war. 

The formal opening of the Pavilion will take place 
early in June, the exact date to be announced later. 
Anyone who desires to see the Sanatorium now will 
be cordially received at Sharon by the Superin- 
tendent, Dr. Walter A. Griffin. Applications for ad- 
mission to the Pavilion should be addressed to him 
or to the medical members of the corporation: Dr. 
Henry I. Bowditch, 86 Bay State Road, or myself at 
506 Beacon Street, Boston. 

Very truly yours, 
Vincent Y. Bowpitcn. 
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TOXICITY OF ARSPHENAMINE AND NEO- jand is very pale and extremely nervous. In the 
ARSPHENAMINE. she a doctor’s office un- 
Treasury Department, an opportunity occu w every one was out 
United States Public Health Service. | Of the room; then took some morphia from his bag, 

Mr. Editor: Washington, April 5, 1918,| and left. 


In view of the reports in current medica] liter- 
ature of untoward results from the use of arsphen- 
amine and neo-arsphenamine, I have to request that 
you give publicity to the statement that it is re 
quested that samples of any lots of these arsenicals 
which have shown undue toxicity be forwarded to 
the Hygienic Laboratory for examination. 

In sending these samples it should be ascertained 
that the lot number is the same as that of the 
ampules used on patients. The samples sent should, 
if possible, be accompanied by a brief note stating 
the approximate body weight and age of the pa- 
tient, the dose and dilution of the drug given, the 
symptoms and result, that is, whether fatal or not. 

Respectfully, G. W. McCoy, Director. 
MORE MEDICAL OFFICERS NEEDED IN THE 
ARMY AND NAVY. 


Mr Editor:— Boston, April 15, 1918, 

The following telegram has been received from 
Major Simpson of the Council of National Defense, 
Medical Section, at Washington. Physicians are 
urged to make application for service at the earliest 
possible moment, sending their applications to the 
Surgeon General of the Army or the Surgeon General 
of the Navy, Washington, D. C. 


Washington, D.C., 
Dr. Walter L. Burrage, April 13, 1918. 
282 Newbury St., Boston, Massachusetts. 
An urgent need exists for several thousand 
additional medical officers in the Army and 
Navy, some for immediate work, some for 
training, and others to be held in reserve. 
Please urge your State and County Commit- 
tees to speed up enrollment as effectively as 
possible. F. F. Simpson, 
Major, Medical Reserve Corps. 


Very truly yours, 

J. B. Brake, Chairman, 

W. L. Burrage, Secretary, 
Massachusetts State Committee, 
Council of National Defense, 

Medical Section. 
NOTICES, 

Tue Currer Lecrures ON PREVENTIVE MEDICINE 
AND Hyorene.—By Frederic 8. Lee, A.M., Ph.D., Pro- 
fessor of Physiology, College of Physicians and Sur- 
geons, Columba University, New York, on “Industrial 
Efficiency and the War.” Thursday, April 25, 1918, 
and Friday, April 26, 1918, at the Harvard Medical 
School Amphitheatre, Building E, 5 to 6 p.m. 

These lectures are given annually under the 
terms of a bequest from John Clarence Cutter. whose 
will provided that the lectures so given should be 
styled the Cutter Lectures on Preventive Medicine, 
and that they should be delivered in Boston, and be 
free to the medical profession and the press. 

All members of the classes in the Medical School, 
the medical profession, the press, and others inter- 
ested are cordially invited to attend. 

Two MorpHnine Hapitufts.—The attention of physi- 
cians is called to the case of two morphine habitués 
who have been reported to the Journat as making a 
= of doctors’ offices in the effort to obtain their 

rug. 

The first is a young man of short stature and with 
a round, florid face. He has a ventral hernia and 
complains of abdominal pain. He does not ask for 
morphia but simulates extreme pain so well as to 
suggest the administration of morphia for his relief. 

The second case is that of a well-dressed, middle 
aged woman of ladylike manner. She has dark hair 


Other physicians in the city should be on the 
watch for these persons in order, if possible, to 
place them under suitable conditions for the treat- 
ment of their addiction. 

SOCIETY NOTICES. 

MippLesEx Soutn Districr MEDICAL Socrety.—The 
annual meeting of the Society will be held at the 
American House, Boston, on Wednesday, Apri! 17, 
1918, at 11.00 a.m. The annual oration will be de 
livered at 12.00 o’clock, noon, by Dr. Frank L. Morse 
of Somerville. Subject: “The Control of Communi- 
cable Diseases.” LyMan 8S. Hapcoop, Secretary. 

N. B. Members are reminded that, by vote of the 
Society, the annual dinner will be omitted this year. 
For the convenience of those coming from a distance 
or any who so desire, arrangements have been made so 
that an informal lunch may be obtained at the hotel 
after the oration. 

Officers: President, George T. Tuttle, Waverley; 
Vice-President, Herman T. Baldwin, Chestnut Hill; 
Secretary, Lyman S. Hapgood, Cambridge; Treasurer, 
Frank W. Plummer, Malden; Commissioner of Trials, 
Lewis M. Palmer, Framingham; Orator, Frank L. 
Morse, Somerville; Censors, E, Stanley Abbot, Waver- 
ley, Supervisor; Frederick W. Rice, Brighton; Charles 
FE. Hills, South Natick: Frank L. Morse, Somer- 
ville; Frederick J. Goodridge, Cambridge. 


New ENGLAND PHYSICAL THERAPEUTIC Associa- 
TION.—The next regular meeting of the New England 
Physical Therapeutic Association will be held at the 
Hotel Brunswick, Boston, Mass., Tuesday, April 25, 
1918, at 8 p.m.: dinner at 6 p.m. Dr. H. W. Mar- 
shall, of Boston, will read a paper on “Structural 
(Deformities versus Functional Efficiencies as Ob- 
jects of Treatments.” 

All members of the medical profession are cor- 
dially invited to this meeting. 

FraNK E. M.D.. President; 
Frank B. Grancer, M.D., Treasurer ; 
FrepericK H. Morse, M.D., Secretary. 

SuFFOLK DIstrRIcT MEDICAL —The annual 
meeting will be held on Wednesday, April 24, 1918, 
at the Boston Medical Library, at 8.15 P.M. 

Business meeting: Reports of officers and commit- 
tees, election of officers, incidental business. 

The paper of the evening will be by Dr. Eugene 
Kelley, State Commissioner of Health, on 

“The State Venereal Disease Program.” 

Guests will be welcome at the second part of the 

meeting, which will begin at about 8.45 P.M. 
SmitTH, Secretary. 


CENSORS’ EXAMINATIONS. 

The Censors of the Suffolk District Medical Society 
will meet to examine candidates for admission to The 
Massachusetts Medical Society, at 8 The Fenway, on 
Thursday, May 2, 1918, at 4 p.m. , 

Candidates, who must be residents of the Suffolk 
District or non-residents of Massachusetts, should 
make’ personal application to the Secretary and pre- 
sent their medical diplomas, at least one week before 

or further ars, a -M. 
ai Gripert Secretary. 
99 Commonwealth Avenue. 

The Censors of the Worcester District Medical 
Society will meet for examination of candl- 
dates for fellowship, Thursday, May 2, 1918, at 4 P.™., 
in the Reference rtment, Worcester Public Li- 

a week t 
Ernest I. Hunt, Secretary. 
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